ED 263 7i7 SP 028 98i 

TITLE Woman »s Haalth, Rapert of tha Public Health Service 

Task Force on Woman's Haalth issuai. Volume II. 
INSTITUTION Public Haalth Sarvica (DHHS), Rockvilla, Hd. 

PUB DATE Hay 85 

NOTE 352p. 

PUB TYPE Reports - Dascriptive (141) 

EDRS PRICE WPrOl/PClS Plus Postaga. 

DESCRIPTORS Drug Abuses Drug Usei Economic Factors^ *Famalas; 

*Hantal Haalth; Minority Groups; Nutritioni *Older 
Adults; Physical Fitness; *Physical Haalth; 
Pravantiva Medicina; *Social inCluancas; Violsnca 

ABSTRACT 

This report idantifies a broad spectrum of issues 
affecting women's health and is divided into four sactionsi (1) 
social factors affecting women's haalth; (2) women's physical haalth 
and well-being; (3) haalth concerns of older woman; and (4) issuas 
relatad to alcohol, drug use and abusa, and tha mantal haalth of 
womon^ The Public Haalth Servica Task Forca rasponsible for tha 
raport identified critical issuas through tha work of tan regional 
meetings that provided perspectives from state ^ local, consnunity, and 
provider representatives. Findings from these meetings are discussed 
and suggestions for action, a swmary, a conclusion, and references 
are offered. Papers commissioned for the report by the Task Force are 
included and deal with the followina i ssuesi (1) "Alcohol and 
Maternal and Fetal Health*' (Kenneth Warren) ; (2) ''Arranging for Child 
Care I Implications for the Well^Being of Employed Mothers and Their 
Children" (Martha Easlow, and others); (3) "Cancer in Women" (Harriet 
Page); (4) Guidelines for Avoiding Methodological and Policy-Making 
Biases in Gender-Related Health Research" (Jean A^ Hamilton); (S) 
"Heart Dise^ la in Women" (Barbara Packard); (f) " Inmuni nations of 
Special Importance to Women" (Ida M. Onorato); (7) "Nutritional 
Issues in women" (Artemis P» Simopoulos); (8) "Osteoporosis" 
(Lawrence E. Shulman); (9) "Premenstrual Syndrome" (Miriam Davis) ; 
(10) "Smoking and Women's Health" (Thomas J. Glynn and Joseph W. 
Cullen); (11) "Systemic Lupus Erythematosus" (Lawrence 1, Shulman); 
and (12) "Special Health Concerns of Ethnic Minority Woman" (Audrey 
Manley, and others). (JD) 



* Reproductions supplied by EDRS are the best that can be made * 
^ from the original docmnent. * 



EKLC 

















^^^^^ 







11 



^.^^:U.S. DEPAfn-MENTOF EIXJ^AliONi^ 

gOffjce erf EtJucfltJon*! Resftarch and Impf " 

lEobCATlONAL RESOURCES INFoW 
S^^Y; , . CENTER (ERIC) 

^i;D,This doCiJment has been reprodueMr 
,^>V,<c receiv«l from Jhe person Of i 

^j^D Mmor changea havo been mado to irnprBYSd 
^^^Tfftproductlon quality. .«=^ 




•|_ points of tflflyw or opmtona slated in thisddci^ 
"^^ mflnt do not necessarily reprosent officiall 
pERl poaitton or polrcy. -:^ „ . ; ~w,c.. v ' 



Women % Health 



Report of the 
Public Health Service 
Task Force on 
Women's Health Issues 



Volume H 




V3. DEPAMMOT OF HEALTH AKD HUMAK ilRVlCES 
Fi^e EmkB 



3 



TOa Fublle Health Service (PHS) Task Ferea ©n WOTen's Haalth Isiuas wai 
conmlsslDnad hy Edward N. Brandt^ Jr*, M-D.j during his tenure as 
Assistant Secretary for Health , On receiving the report ©f the Task 
Force In October 19S4 and accepting the reconmendatlonss Dr, Brandt 
established the PHS Coordinating CCTralttee on Women ♦s Health Issues. The 
appointed members are directed to work with the PHS agencies to Implement 
the Task Force recommendations # 

The views and conclusions expressed In this dociment are those of the 
Task Force and the authors who prepared comalssloned papers for our 
consideration. The Volume represents the advice provided by the Task 
Force to the PHS as the agency works within its areas of jurisdiction and 
expertise to improve the health and well-being of wraen In the United 



Aoknowlodgements 



As Co^ChElrpersonsi ve would once again like Co acknowledge the efforts 
of all members and alternate memberi of the Task Force and the Task Force 
subcoomlttees who took the time from their already busy work schedules tc9 
participate In this series of studies and deliberations, who prepared 
excellent written reports , and submitted thoughtful recomendationss We 
also gratefully acknowledge the efforts of the Public Health Service 
Regional Health Administrators and their staffs In sponsoring the 
Regional Meetings which contributed to our overall report* 

We particularly want to thmrik those who prepared the excellent special 
reports coralssioned by the Tmeh Force and included in this volmne* 

Special thanks to Margaret Suter and Valerie Williams for the smooth and 
coherent flow of this report which resulted from their editing and to 
Carole Sweeney for all her help In the typing and preparing of this 
volume m 

Finally^ we wish to dedicate this volume to Valerie Williams who served 
as the Task Force Executive Secretary « Without her efforts the report 
would not have been completed • Her contributions to the FHS Task Force 
on Women's Health Issues are appreciated* 





Doris H. Merritt; M*D* 



Ruth Kirschstein, M«De 



- 1 



5 



Foreword 



U' is /r' swisrd so Volmne 1 of this Report, published In the Jmnuafyi 
IW-ij Ispm isf r.iihllc Health Reports, the then Assistant Secretary for 
flaalt 4, Di * Bdm^£d N* Brandt, Jr., wrotai 

"yhy m ^%>ort on WOTen's health? That Is a reasonable question 
coii^i 4ei;^^lng the reports of the past on the subject of women's 
hmmttw and well-being* However, society has changed and woraen 
* -re wsvlng In step to address the demands of changing elrcum^ 
3tatiees* As a Nation, we have learned from the challenges of 
deoades and we are now preparing ourselves to address the 
ch&Ulenges of the future* Women In ^erlca are involved In a 
sjpctrim of activities today that were barely on yesterday's 
horizon, they are making significant contributions to America, 
and are looking foward to the future* But with this panoply of 
opportunity has come the need for all of us to assess how the 
health risks for women are also changing in response to this 
new set of demands*" 

This report does not focus strictly on the diseases and 
problems unique to women in the traditional sense~that is 
reproductive problems"but rather is devoted to assessing the 
problems of wOTen-s healtli. In the context of the lives women 
in ^erlca lead today*" 

These statements are equally true In the fall of 1985. The 7'ask Force 
presents Volume II of Its report which expands on and amplifies the 
material presented In Volt^e I* 

The Task Force wishes to thank Dr* Brandt for his support and to 
rededicate Itself to continued efforts to improve the health of women In 
the United States, thereby improving the health of all Americans* 




Ruth L* Klrschsteln, H.D. 
Chair 

Task Force on Women's Health Issues 
U.S. Public Health Service 
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Intcodiietioii 



The Public Health Service (PHS) Task Force on Women's Health Isiiues was 
directed to examine the status of wOTien's health In the conteHt of the 
lives women lead within the diversity of our society. Through the 
leadership of the Task Force Chairs Dr^ Ruth Kirschsteln, and the 
Co-Chalr Dr* Doris Merrlttj the appointed members undertook a compre^ 
henslve review of wraen's health in the United States and the factors 
impinging on those conditions of health and well-being* 

As a Nation we are becoming increasingly aware of the environmental, 
econralc* soelal* and demographic characteristics whleh can Influence our 
individual health status* The Task Force paid special attention to these 
issues in terms of the direct and Indirect effects they may have on a 
woman's health status. We have also noted as a relevant and significant 
factor that when a woman is a member of an ethnic or cultural minority. 
If she is physically or mentally disabled, or if, for any reason, she Is 
outside the normal range of societal expectations, her health status is 
at greater risk* 

To Identify and assess women's health, we approached the task by beginning 
our assessment at the onset of menarche* Our hypothesis was that the 
health differences between girls and boys, and between women and girls 
could reasonably be segregated at this stage* Yet, we also recognized 
that each woman Is an individual who moves through the life stages at a 
uniquely individual pace^-^thus markers denoting physical or emotional 
maturity or both, are at best, only benchmarks. The threads of 
similarity between women, and the unique conditions affecting wraen, are 
eKplored in each of the chapters of this volume. Each chapter also 
Includes one or more commissioned papers prepared at the request of the 
Task Force to further explore subjects particularly relevant to women's 
health* 



Hethodology of the Study 

To supplement the deliberations of the Task Force and subcommittees, the 
Task Force conducted two activities under the auspices of subcomlttee 
initiatives. These activities are described below. 

Regional Meetings* Task Force subcomilttee charged to Identify regional 
perspectives on women *s health issues developed a framework for assess- 
ment. With the support of the subcoMilttee and Task Force members, the 
PHS Regional Health Administrators hosted sessions on women's health, 
during the month of January 1984* These "regional meetings" were held In 
Boston, New York, Philadelphia, Atlanta, Chicago, Kansas City, Dallas, 
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Denver, Seattle, and San Franelseo. The meetlTigs were designed to 
provide a balanelng peripectlve for the Task Force based on the Insights 
of State, loealg cemmunlty and provider repreientatlves « 

The Task Force also sponsored a syopostum on women's health whleh was 
held In March 1S84 at the National Institutes of Health In Bethesda, 
Maryland # Fartlelpants In the symposium Included FH8 personnel, the Task 
Force membersg and representatives of the^atlonal organizations with 
specific concerns and perspectives on the topic of women's health. 

In addition to those who were Invited or expressed Interest in making 
formal presentations at these sessions, many members of other non^Federal 
health organizations and wOTen's groups attended and presented their 
views on the health problems of women. Those who could not be present 
were encouraged to forward their comments. Ideas or concerns about 
women's health to the Task Force. 

itamary of the regional aeetlngs. The theme that seemed to dominate 
all of the regional sessions was that wOTen's health Is directly related 
to their access to sound Information and quality medical care. ^e 
participants agreed that while there Is a trend toward greater equity in 
the distribution of medical care In the U.S*, econOTlcaily disadvantaged 
women are medically underserved. With regard to research, participants 
expressed Interest in the Initiation of studies uhat Include wmen, as 
well as men I and asked that Increased attention be focused on research 
and health issues that apply specifically to women's health* 

Participants made a number of recOTmendatlons for women themselves to 
implement. Several present ©rs suggested that women Intensify their 
networking and support group activities to foster self-awareness and to 
encourage healthier female role modeling. 

Although many of the regional meetings Included remarks and coments 
unique to that area of the country (for Instance, Appalachian wcmen who 
feel geographically isolated from the mainstream of the American health 
care system; poor Black women In Mississippi who feel that childbirth Is 
a time of special risk for them because of lack of access to prenatal 
care; lesbian women In New York City who feel insensltlvlty on the part 
of health care providers! and ^erlcan Indian women who feel that 
alcoholism is a special risk for them), the regional meetings were more 
similar than dissimilar. 

Common concerns were repeated at each meeting, concerns related to access 
to care, contraception for teenaged girls, health problems of aging 
women, health problems of the reproductive system, cancer, family 
violence and incest. In most cases, the problems expressed seemed to 
indicate that Merlcan medical care Is excellent, but that access to that 
care, sensitivity during the provision of the care, and the desire to 
enhance accessibility to health information and education are the 
overwhelming needs for American women. 
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The emtlnulng naad for biomedical research In certain areas of Interest 
and concarn to U#S* women was stressed by many of the participants and 
widely recognized as the major contributor to the excellence of the U*S. 
medical care system. However, the thread comaon to all the regional 
meetings seemed to be the more diffuse Issues of access p sensitivity , and 
health Information and education* 

The full reports and the hundreds of recmnmendatlons that resulted frmn 
the regional sessions were discussed and reviewed at length by the Task 
Force. The Issues raised through the regional meetings are reflected in 
the TaL^k Force report * 



Inventory of Public Health Service Programs. The Invent ory of Public 
Health Service (PHS) activities and programs related to WOTen's health 
was developed and conducted by a subcommittee of the Task Force to provide 
the Assistant Secretary for Health with a CMiprehenslve description of 
recently completed , ongoing , and Imminent PHS programs addressing women's 
health. 

The Task Force found that although a number of statistical and management 
information systems exist within the PHS, they are not structured for the 
ready retrieval of Information specific to wonen's health activities* 
The Inventory project was the first PHS effort to Identify major actlvl^ 
ties that relate to women's health within the Service's five major 
agencies and other major components. 

Since PHS agencies support or conduct multi-faceted biomedical and health 
services researchp Information dissemlnationp technical asslstaneep 
resource development, and service delivery efforts. It was apparent that 
all of these Initiatives would Include efforts that relate to aspects ©f 
women's health Issues. Therefore, the Inventory was compiled using the 
five criteria developed by the Task Force to differentiate a health 
problem j condition, or disease as a woman's Issue i 

• diseases or conditions unique to women or some 
subgroup of women I 

• diseases or conditions more prevalent in women or 
some subgroup of women | 

• diseases or conditions more serious among women or 
some subgroup of women | 

• diseases or conditions for which the risk factors 
are different for women or some subgroup of women | 
or 

• diseases or conditions for which the interventions 
are different for women or some subgroup of women* 
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An additional distinction was made between dlseaees and/or conditions 
that affect women (or some women) differently (l.e*. a medical, 
phyeloloileal , or sociological difference) , and those diseases and/or 
conditions that affect women differently because of access* resource, or 
delivery mode considerations* Examples of the first type include 
diseases such as osteoporosis, X-llnked hereditary traits, mental 
illness, and functions of the female endocrine and reproductive systems. 
Examples of the second type include availability of health insurance, 
existence of adequate health care services, and other barriers to health 
care« 

The questionnaire Instrument was distributed to the heads of PHS principal 
operating components. Over 200 were completed by components of the PHS. 
Each questionnaire was assessed for clarity and completeness* Problems 
or clarification Issues were resolved through follow--up telephone calls 
and, in some instances, personal Interviews. . - * 

Results of the Inventory* Respondents Indicated more than 25 women «s 
health Issue areas are addressed by their activities. The scope of 
issues identified by responses (N ^ 202) Include, but are not limited to, 
these general areas i general health | social, behavioral, and mental 
healthi reproductive healthi specific Illnesses/dysfunctions | women^s 
Interactions with the health care systemi women's participation In the 
health care system; and health technology. 

An examination of reported data suggests that there is concern for women 
in their roles asi 

• consumers of health care services | 

• service providers In the health care systemi 
and 

• extra^arket (or unpaid) providers of health 
care and promotion services to families and 
the community. 

The scope of health Issues addressed also suggests that PHS components 
are concerned with problems which differentially affect females such as 
specific diseases, occupational and environmental health ha^rds, access 
to appropriate health services, and safety of health technolocy 
applications. 

The overwhelming proportion of respondents (N ^ 116) elasslfled their 
activities as, at least In part, research. 

There is not, at this time, sufficient accessible and reliable data to 
identify estimates of cost for each reported activity. This lack of 
availability reflects a generic problem of great difficulty in allocating 
costs for activities which are not specified in a budget line-item. 
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Despite these iincertaintles , the fact remalni that the PHS spends a 
considerable amount of Its budget on women's health* 

The following set of dBscrlptors Indleatlng focal points to describe the 
general objectives of public health services and/ or organizational 
strategies were selected » 

• health promotion and/or disease prevention | 

• detection and/or diagnosis of a disease^ 

• treatment and/or rehabilitation | 

• Improving access to health services | 

• quality eontrol/assurancei and 

• cost containment* 



Although an activity may have one or more focal points, an analysis 
indicates that selection of health promotion/disease prevention was the 
most frequent response (N ^ 155) ^ a finding In keeping with the data on 
the number of reported activities directed towards researehs evaluation/ 
analysis, and education/training operations* Detection/diagnosis of 
diseases as well as treatment/rehabilitation werti selected the second 
most frequent emphasis reported* 

Female groups identified as the primary focus of specific PHS activities 
include^ but are not limited toi 



• ethnic and/or racial groups ^ Including females of 
Hispanic heritage. Blacks i Indo-Chinese, and 
decendants of Native Americans | 



• recent immigrants | 



• occupational groups. Including f ederallyemployed 
women ^ vldeodisplay terminal operators, clerical 
and/or secretarial workers ^ and female workers exposed 
to potentially toxic chemical agents p Infectious 
diseases, or diagnostic X^ray technologies | 

• female residents of long^tem and short-term health 
care faicilltlesi 

• females handicapped and/or disabled by specific 
diseases and/or conditions | 

• females affected by changes in lifestyle or 
life-events I 

• females living in rural or urban settings | and/or 

• females living with families whose adjusted income was 
near to or less than established poverty levels* 
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Soma respondents identified victims of sexual abuse and dofflestlc violence 
as a target populstlori group* These social and haalth problanis are the 
topics of activities reported by CDC and ADAtKA, There are also data 
systems with the capability to provide data on womenj their characterise 
tics J their health status and/or their use of health services. This is 
especially true for NCHS and NCHSR activities* In addition^ there are 
reported programs on Fetal Alcohol SyndrOTie (FAS) prevention, treatment 
and services which examine the problema of pregnant drinkers as well m§ 
FAS effects on female offspring. 

The respondents to the Inventory noted that it was not always possible to 
provide information on the proportions of women involved or affected by 
an activity* As in the case of level of effort. It is usually possible 
to estimate the nimber of females studied by a single research grant™ 
sampling frames for such an activity may dictate prior knowledge of this 
as well as demographic InfoMatlon on such a group. However, multlfaceted 
or clustered projects may not have information on women (and their 
characteristics) routinely available. 



The Task Force Hecomendatlons 

In producing the Task Force report and recoomendatlons , the members 
identified areas where the clrcrastances for WOTen are unique, the noted 
condition Is more prevalent, the Interventions are different for women 
than for men^ or the health risks are greater for a woman than for a 
man. This multi-faceted approach helped the Task Force generate sixteen 
recommendations including one general recammendation to the Assistant 
Secretary which stated: 

Thm Publia Hmmlth SBrviam should contlnuB to 
rmvimw mnd monitor its activities in rmgmrd to 
wommn *s hmmlth , and furthmf to implmimnt mnd 
pmriodiaally update thm rmaomnmndmtionB of this 
Tmsk Force, This ^ould bm done undmr thm 
muspiams of thm Offiam of thm AsmimtAnt Secretary 
for Hmmlth^ 

The remaining recommendations were presented under six major headings* 
The reccmmendatlons and a brief highlight of the rationale presented to 
the Assistant Secretary follows. 

Frmoting a Safe and Healthful Physical and Social Environment 

( 1} Currmnt Imws must bm implm.mntmd ^nd mnforamd and 
rmgulmtions developed mnd mnforCBd to mnsurm that 
mil pmoplm, rmgmrdlmmB of sociomconomia status, 
hmvB a BmfB mnd hmmlthful physical and Boaim.1 
mnvironmmnt • 
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( 2) Women should increase their efforts to bBOome mwrnrm 
of mnvlroninmntml and behmvlorml risk fmators, as 
wmll MS fmctors that promote health and prrnvmnt 
illnmss, mnd further, women should trnkm motion to 
influenae the pmrsonml mnd polltdaml proamsses 
that hear a relationship to thmlr health* 

The Task Force recognlzad the fact that by the year 1990 many current 
dernQgraphlc and social trends will have had a predictable effect on the 
social status of wraen In society and consequently on their health status 
and need for health services* For example p as more women enter Into, and 
remain In, the labor force » discrepancies in earnings between the sexes 
may diminish. It Is expected that expansion In the labor market will be 
greatest in traditionally female occupations: secretaries , sales clerks* 
food service workers, health aides. In addition, the home will increase 
Ingly become a place of reimbursable emplo^ent • 

At the close of the twentieth century the percent of the population over 
age 65 will rise from 11.3 to 12* 7 1 of these approximately 60 percent 
will be women* Because of the nature of the available datap the Task 
Force was compelled to define the older woman as a person over 65 years 
of age* There is a continuing need to recognise the heterogeneous nature 
of this population because the health needs of older women differ 
according to their age • For the older woman other variables also can 
affect her health including her educational status, ethnic or cultural 
background, socioecor/omlc status, and geographic location. 

The three most Important social changes affecting women's health at the 
present time arei 

(a) the increasing numbers of women living in poverty; 

(b) the unprecedented entry of wraen into the labor force, 
including women with infants and young children, andi 

(c) the continuing increase In the longevity of women. 

Society as a whole must begin to take these changes into account if 
programs and policies are t^ be of maximum benefit. The relationship 
between poverty and ill health cannot be overemphasised. iimilarly, the 
disproportionate number of women living in poverty calls for major 
societal attention* When a wraan is a single head of the household and 
the sole support of her family, her situation la further complicated* 

Providing Services for the Prevention and Treatment of Disease 

( 3) Conmldermtlon should hm given to estmbllshlng m 
priority area within the Public HeAlth Service 
regarding the mmnagement o£ chronic illnmsses 
which cannot now bm prevented. 
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( 4} Efforts to incrmmse access to hmmlth care should 
tm initiatmd for womBn who are und&rinsurGd and/or 
Bldmrly, and for those who are gmographiaaXly of 
socially Isolatmd, or Isolated by vlrtum of ethnic 
minority status * 



A cdmprehanslve system of health services should be ensured. This should 
Inelude preventive services for all wraen, with particular attention to 
the underlnsured and the geographically Isolated* Many chronic illnesses 
cannot be prevented but they often can be managed so as to mlnitnlse their 
effects. The greater longevity of uomen contributes to their greater 
risk for chronic diseases. While access to services is Important for all 
women, it is a particular problem for women confronted by poverty^ and/or 
geographic or social Isolation. 

The need for services such as home health care or communlty^based 
physical and mental health care for older people ^ especially women , 
should be addressed by cooperative efforts of the Federal ^ State, local 
and private sectors. Programs are needed for respite for care providers 
and for adult day care centers to relieve chronic social isolation of, 
and exhaustion and depression In^ (a) younger and middle-aged women 
caring for an older ^ chronically 111 dependent in the homei and (b) older 
wcraen caring for a chronically 111 dependent of any age in the home. 

Conducting Research and Evaluation 

( 5) Biommdical and behavioral rmsearch should bm 
expandBd to assure mnphasis on conditions and 
disBases unigum to, or morm prevalmnt in, wommn in 
all age groups i 

(A) Resmarah efforts should be expandBd to dBvelop 
morB effBctive and accBptable, as well as 
safm, aontracmptive methods for both mmn ans 
women, with special emphasis on the needs as 
they vary by agm, and thosB particularly of 
handicappBd and retarded women » 

(B) Studims must be expandBd on thB causes, 
prmvBntion, improved diagnosis and treatmBnt 
of devastating and dBbilitAting diseases such 
as canamr of the brBast and reporductive 
system, sexuall y transmi tted diseases, 
arthritic conditions including lupus, 
ostmoporosis, and certain mental disorders^ 

( €) Longitudinal research should be undertakBn to 
assess how behavioral and social factors interact 
with biological factors to affect the health of 
womBn over the life eouraa. 
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f 7) Dmtm should be collected mnd analymed from strite 
mnd Fmdermlly &uppo*^tmd murveym on the demogTmphla 
charmctmx'istl as of the populm ti on by age , sex , and 
rmcm mCTOSS income groups In order to pBrmlt 
better utilisation of suah data by hmalth pollay 
makers . 

( 8) The workplace should be studied to Identify and 
correat hemlth hazard* for women ms well as for 
men. 

( 9) Research should be undertaken to better understand 
those oultural conditions mnd soclallmatlon 
prmatlaes that affect women's health differently 
than that of men. 

Ragardlasa of what tha laadlng causes of morbidity and mortality In women 
may be, women themeelvBS appear to be primarily concerned with those 
diseases about which they perceive little Is known or for which appro- 
priate therapies have not been determined. Furthermore ^ women are deeply 
ddnefephed with the need to regulate the time and number of their 
pregnancies - 

Manr niethodDlogical problems as well as a lack of data limit our under- 
standing of the status of women *s health and the particular needs and 
services required. The need for data that are relevant to heallU and are 
sex- and age-specif Ic by race and ethnicity Is crucial* Existing data 
sources should be reviewed as to their ability to provide such Informa- 
tion* New studies should, whenever feaslblep appropriately sample Black, 
Hispanic* Asian and Native American women to provide sufficient numbers 
for analysis. Since current data may have limited usefulness when all 
those over age 65 are grouped together^ additional separate age categories 
should be studied* 

A systematic effort must also be made to address issues relating to gender 
bias in research and clinical practice and which lead to Inadequate atten- 
tion to the needs of women. 

Recruiting and Training ©f Health Care Personnel 

(10} A natlonml goal should be established to Increase 
the number of women In key positions In health 
practice, administration, research and education 
as rapidly as possible^ 

(11) Each continuing education program for health 

profesMlonals sh^hld be designed to asBure that 

the health needs of women In all se^entm of 
society arm addressed » 
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In spite of recent advances , women continue to ba underrapresented In key 
decisionmaking positions In the health professions. To the degree that 
laek of representation diminishes the capability of the health system to 
Identify, and be adequately responsive to, the particular health needs of 
women, it is necessary to enhance that capai^illty. The and Indeed 

all sectors , should continue to ancouraia participation mrA Increased 
representation of minority and women health providers In the public and 
private health care dallvery system. 

It is Important that training curricula for service providers, such as 
physicians, administrators and policymakers, reflect adequate attention 
to the specific health needs of women— and particularly to services for 
the population of aglni women. EKaminatlon of the curricula in many 
health professions schools reveals that little attention Is given 
specifically to the older years of adult life. 



on 



Educating and Informing the Public, and Disseminating Research Informatl 

(12) Educmtionml and outrmach programs should be Inltlm- 

tmd and/or mxp^ndmd by relmvmnt public mnd private 
orgmnimatlons and the public madia to co^unlcatm 
thm Importmncm of a hmmlthful llfmstylm^ 

(23) A worJclng group of kmy Individuals in thm flmlds of 
tmlmvlslon, film, publishing Mnd advertising should 
be organlmmd to mxamlnB the mffeats of mmdlm Images 
on healths 

(14) The Public Health Service should make spealal efforts 
to disseminate up^to^datm research Infomatlcn* 

The Influence of the media ©n our lives Is powerful, pervasive, often- 
times subtle, and for the most part incalculable. The potential to serve 
as a positive source of Information and education on haalth issues Is 
similarly great and as yet, not fully tapped as a resource. 

There is a continuing need for a comprehensive, unified and consistent 
approach to educating and informing wraen about all aspects of their 
health. Women must be supported in their efforts to racognlza and fully 
comprehend the serious health risks associated with behaviors auch as 
smoking, and drug and alcohol abuse. At the same time, undarstandlng of 
the dangers of such behavior in women should be reinforced by health 
practitioners, the media, and relevant agencies, both public and 
private. Further, women of all ages should be actively encouragad to 
adopt practices to maintain a healthful lifestyle and to enhance 
well-being . 

^signing Guidance for Legislative and Regulatory Measures 

(15) All orgmnlmatlons Interested In wmen's health and 
well-being should^ 
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(A) aontlnuB to inaAa dellbmrs.tm mf forts to be Inform^ 
md fBff^rding ImglmleLtXvm , policy^ and SBrvlcB 
l&suBS that a£Act women's health, 

(B) promotB Information exahmnge mnd public educmtion 
on hemlth mmttmrs^ mnd 

( C) be mdvocAted for orgmnimAtionBl >^ iblxa pollay 
ahmnges needed to xmprovB and promotB hBBlth aon^ 
ditions for women » 

In order to assure that Issues regarding the health of women reeaiva 
appropriate and continuous attention In the future, the laadarshlp of the 
Katton tnust be Involved In developing guidances and in some cases , naw 
laglslatlva proposals and regulatory changes* Such actlvitlas can bast 
occur If there Is substantial Interest in the community* 

Summary and Coaolusions 

It Is claar that to achlava and sustain good health a numbar of crltarla 
are Important- It Its necessary to have a safe and healthful physical 
and social environment, an ade^^uate Income, safe housing, gvDd nutrition, 
access to preventive and treatment services appropriate to the groups to 
be served, and a population that Is educated, and motivated to maintain 
healthful behaviors* Thus, the maintenance of good health Is a societal 
as well as an Individual responsibility and Is the combined responsibility 
of Federal, State and local governments, private sources, professional 
and conmunlty organizations and citizens themselves- Above and beyond 
this, there Is much that Is as yet unknown and rei^uires continuing 
research and aqulsltlon of knowledge* 

In the context of the Task Force report, we have placed special emphasis 
on the continuing need to keep the public, particularly women, Involved 
and informed about matters of health and well-being. We feel that 
heightened emphasis on disease prevention and health promotion will 
provide a significant source of Information to women, as well as 
facilitating longer term benefits* 

During the course of our study It became apparent that a wide variety of 
expertise regarding the health of women exists at the Federal, State ^ and 
local government level * within the public and private sectors , in the 
conmiunlty, in the academic sphere, in the family and within women them^ 
selves* A collaborative approach designed to address the opportunities 
presented by these recoMendatlons could be Implemented as a vehicle for 
Improving the health status of American women* Within the context of 
issues identified In this volume it is evident that many activities are 
particularly amenable to collaborative approaches* We have learned that 
the scope of attention required to address women's health in an active 
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and responsive manner Is by no means strictly r-onflned to the arena of 
public health or the Public Health Service, 

The following report identifies a broad spectrum of Issues affecting 
women's health in the context of the Task Force criteria. It Is our hope 
that this report will serve to initiate and generate continuing dlseuy- 
slon between the various components of the public and private sectors who 
have reason to be concerned about these issues. By meeting this objec^ 
tive^ this report can help set thfe stage for all of us to contribute to 
the means and methods necessary to address women's health concerns as we 
continue to strive toward our goal of Improving the health of all people. 



* * * 
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Chapter One 

Sooial Sectors Affectiiie Womeii^s H#alth 



totroduetlon 

Fundamental ehangas are aceurring In the manner in which the Hatian's 
health probleas are slewed* It is recognlied that improvements in health 
status ore no longer likely to come soley from technologieal "break^ 
throughs" but also from envirotmental and social changes from changes in 
lifestyle, and from the participation of people in their oim health 
eare# As causes of mortality and morbidity have shifted from infectious 
diseases to chronic illnesses and accidents ^ the need to focus on health 
policies that promote healthful conditions and behaviors has received 
increasing attentione 

Healthy People i ^e Surgeon General's Report on Health Promotion and 
Disease Prevention , 1979 ^ points out that behavior choice Is a facto^in 
every one of the 10 leading causes of death* Behavioral factors such as 
smoking, use of alcohol » and type of diet are risk factors for heart 
disease I cancer » and low birthveight of infants # Solar :radiations 
worksite hazards ^ and other envlromental conditions are known to be risk 
factors for cancer* Social and economic factors related to level of 
Income s marital status ^ racial and ethnic background » education » 
occupation I and living arrangements all may affect health directly and 
impinge on health practices and behaviors and thus have implications for 
wellness and for illness. 

Women in the United States tend to live about 8 years longer than men, 
but they have higher rates of Illness , more disability days and they 
utilise more health services than men» even when controlling for 
pregnancy-related services (1)« Numerous biological and social factors 
ar« thought to contribute to this paradox of greater morbidity and longer 
life. The biological factors that contribute to these phenomena are 
examined elsewhere In this report* Thtm aectlon is focused on 
eKploration of the major social and behavioral factors that affect 
women's health and their access to, and utiliiatlon of ^ health services* 

Societal attitudes towards females, the socialization of girls and women, 
differing economic and occupational status between men and women and 
among women as well as changing attitudes toward the family » sexual 
behavior, and living arrangements, all have implications for women's 
health* These social factors contribute to health and quality of life 
and must be considered If Public Health Service programs and other 
national » State, local p or com&unlty efforts are to continue to addrass 
the needs of toerican women* 
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Examination of the social condltlone Influencing haalth status can 
provide Information Isportant to men as well as women In preventing 
illnesB and praMture oorallty. It has been hypotheslEad that some of 
the social factors that Influence health behavior of women may have a 
protective effect | similarly some social factors may place men at greater 
risk of early mortality (2)« Aaong womenp willingness to report symptoms 
and seek health services results in early identlf Icatloa and treatment of 
Illnesses which may contribute to greater longevity, i^ong men^ Increased 
risk-taking behavior and reduced health-seeking behavior accounts in part 
for the difference In longevity between the sexes. 

Between 1930 and 1960s differential mortality rates between men and women 
Increased rapidly, largely because mortality from accidents were higher 
for men than for women » The sharply Increasing female mortality 
advantage began to slow in the 1970*Sj^but continues to groWp albeit at a 
slower pac^. l^m slol^lng of this differential between male and female 
mortality rates Is due to a stabilization of deaths from motor vehicle 
accidents, cerebrovascular diseases » and congenital anomallasi and to a 
narrowing of the sex differential for diseases of infancy ^ homicide ^ and 
for gastro^uodenal ulcers. The social component in most of these causes 
of mortality is well established. 

In recent yecrs* there has been a quickening In the rate of social 
change, accompanied by shifts in social behavior and social roles « 
Among the most Important of these changes have been increasing rates of 
poverty among women ^ entrance of large numbers of women Into the labor 
force, and changes in family and household structure and the growth of 
the over age 65 population of women. Ihese changes have had Implications 
for women* a access to health services and for their health. 

The Public Health Service has supported and conducted a wide range of 
research on demographics economic and social conditions that affect 
morbidity and mortality* ^ Inventory of such research was reviewed for 
this report. It is not the purpose of this chapter to review or cite all 
relevant research. Only selected highlights of some of the social 
factors that affect women's health will be sumariged and major gaps in 
the knowledge base Identified, These highlights are organized around 
five areas (followed by a series of opportunities for progress). The 
five areas arei 

• Cultural and Social Values and Attitudes, 

• Hie Relationship of Economic Status to Health, 

• Labor Force Fartlclpatlonp Occupation, and Health Status, 

• Family, Household Structure, Social Supports and Health p and 

• Interactions with the Health Care System. 
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Cultural and SQelal Valuaa and Attltudas 



Hwasan behavloif Is shaped by cultural and social values and attitudes. In 
reeent deoadess the United States has undergone a revolution in the 
traditional relationship of women to work, money » ferriage p family, and 
themselves. Hany of today's women were raised with values and attitudes 
by which they no longer live- Thm responses of women are varied* Some 
yearn to return to the more faslliar ways# Others embrace the new va]ues 
and attitudes but still seek ways of Incorporating them Into their dally 
lives* Younger women may have a set of expectations for their lives 
different from those of the previous generation of women* lach age 
cohort grows up and lives with a different set of social, economic, 
demographic and technological realities* niese values have Implications 
for women's health behaviors and attitudes, for their health status, and 
for psychological well*belng* 

Included In this section are brief discussions of cultural diversity, 
socialisation, physical fitness and sports, ^Ideal" body image, changing 
social attitudes related to smoking behaviors, cultural attitudes 
reflected In mass media, seKual attitudes and behaviors i and violence 
against women* Because of the far reaching effects of the mass media, on 
many aspects of women -s lives, discussion of this issue is the most 
extensive* 



teltiural Diversity « Within the telted States there is a wide diversity 
among the various ethnic and racial minorities* There is also wide 
diversity of ethnic and social background within each racial group. 
"Asians p" for example, include Japanese, ainesei Korean, and 
Vietnamese* This category includes third-generation residents, recent 
arrivals, rural and urban populations, the highly educated and those with 
limited schooling* Similar diversity eiilsts among Bispanics» Native 
Americans and Blacks* Even within one ethnic group of Uspanlcs, such as 
Chicanos, wide social, economic, and cultural differences eiEist* 

Beliefs about the etiology > nature, and prognosis of illness vary greatly 
among racial and ethnic groups and from region to region, but the 
relationship of these beliefs to the onset, course, and outcome of 
illness has been little studied. Such studies as do eslst often fall to 
consider gender differences within specific groups* 

Major differences exist between various cultural groups In **illness 
behavior," the term used to describe how individuals respond to feelings 
they experience as abnoraal (3). This concept includes how people 
monitor their bodies, how they define their symptoms, and how and when 
they seek help through the formal or informal health system. 

ae gap in research on differences between health beliefs and attitudes 
of different ethnic and racial groups too often is matched by a lack of 
sensitivity to these Issues by health providers and the health care 
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delivery systems. There is a similar lack of data on sex-raca 
diffareneas in handling various illneesae and how these affect tha onset 
and eoursa of Illness* 

SoeiallEstion. From tha noment of births children begin to be 
socialiEed to assume and develop an identity based on a gender role« 
While psychologieal differences between girls and boys have not been 
demonstrated in newborns » they do emerge rapidly. Before their third 
birthday, most children can identify their om sex, as well as that of 
others » and know which elothes and toys are more appropriate to boys and 
girls. They also develop a sense of which behaviors are more appropriate 
for their mm gender. Many children learn early in life that boys and 
the activities of boys have higher status in the society. The 
traditional patterns of behavior and self^concept into which girls and 
women are socialized have both positive and negative Implications for 
health behavior and health outcome. In the past^ society did not expect 
women to become intellectual^ aggressive p assertive » successful or 
powerful, and most women did not develop these characteristlcs^^precisely 
the attributes needed to succeed in the marketplace (4). 

Recent research indicates that there has been little change in the ways 
boys and girls are socialized or in the characteristics for which they 
are rewarded (5). 

• Historical and current U.S. socialization patterns 
indieate that although individual differences outweigh 
gender differences on ability variables t boys are more 
apt to be socialized and reinforced for behaviors that 
are independent, objective , risk**taking j competitive, 
logical » skilled p and decisions-oriented. Girls are 
mora often reinforced for behaviors that are more 
gentle, sensitive, tactful, dependeot^ and passive* 

n In reviewing the effects of such sex stereof^yplng and 
of sex bias in the schools, the U*S. Comisslon Civil 
on Mghts found that girls still are routed into 
sex-segregated educational tracks that affect 
occupational aspiration. This in turn leads females to 
low-wage occupations in which they will encounter 
lifelong difficulty In developing an adequate economic 
status • 

• Eesults of a current study indicate that the different 
tial reward system for boys and girls has not changed. 
In this study of more than 100 school systems, 
beginning with nursery school » through the early grades 
and beyond I It was found that teachers unwittingly 
favored sale students over female students « As a 
ge:^eral pattern, teachers involved boys more in 
learning, encouraged motivated Interruption from boys, 
called upon boys more, rewarded boys, but not girls, 
for assertive. Independent, creative behavior (6). 
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CoQsiderable evldenca has been aoasaed in the last decade to indicate 
that this form of soclallEatlon leads women to internalize ■elf-concepts 
that predispose them to higher rates of depression. Thm cognitive style 
of women and the coping style called "learned helplessness- are described 
In chapter four which addresBes issues related to alcohol, drug abuse 
and mental health problems among women. ' 

AttltBdM temrd phyalcal fltneas and sports. Strenuous games, sports 
competition, and exercise traditlonlly have been viewed as signatures of 
maBcullnlty— so much so that they imposed problems for the boy who did 
not enjoy them and for the girl who did. While this traditional view of 
sport, exercise, and gender Identity has changed drastically in recent 
years, it has had a profound Influence on the physical development 
of girls and boys. 

As outlined In a report to the Women's Sport Foundation and the United 
States Olympic Comlt tee, from preschool years, boye . even preschoolers, 
engage in much more gross motor activity than girls. Through the 
elementary years this pattern continues, possibly influenced by 
SQciallzation practices and social attitudes as much as by physical 
capabilities. By the time children reach adolescence this differential 
activity pattern has visible results. Having had more "time on task " 
males typically are more athletically skilled than females. 

nie pattern Is changing, as a result of the women's movement (especially 
the Implementation of Title IX as an instrument for equalizing physical 
education opportunities for young men and women in school) and a 
widespread realization, among women and men, that exercise is a basic 
health need (7}> 

The effects of increased athletic and sports activity on women's health 
has been best studied within physical education programs In schools and 
among elite, highly trained athletes. The effects on health of a 
person s being a recreational sports enthusiast who follows a regular 
regimen for physical fltneso are not nearly as well known— particularly 
among women, for only recently have women been included in research study 
samples (8). A 1981 review on the relationship of physical fitness 
training and mental health does suggest that physical fitness training 
leads to improved mood, self-concept, and work behavior (9). 

mm strong national trend toward physical fitness and the acceptance of 
women as professional and recreational athletes can be seen in several 
arenas: increased funding for women's sports— school , amateur, and 
professional I (a) active marketing of sports clothes and equipment for 
womeni (b). specialized magazines devoted to women's sports and fitness- 
Cc) advertisements featuring women athletes as endorsers of commerelal 
products; and (d) increasing numbers of community and conmerclal 
organizations focused on women's fitness and sports (10). 
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In short p there has heeo an overall in^tmrnmrn In approval of sports for 
vomen and girls , and the traditional definition of femininity has been 
eKpanded to inolyde sports enperlenoes* Furtheraore, it oan be eKpeeted 
that the inerease in physleal aotlvlty will have long-range positive 
effeeta on vomen's healths Nonetheless, there are subtleties and 
exceptions In the ohanging attitudes so th^t some athletie women still 
enperlenee sooietal pressures related to the aeeeptablllty of their 
interests and aotlvlties (11) » 

&iltiirally deflBcd standarda for "Ideal" body laage* nie high value 
that ^erioan soolety places on physical attraetivaness for women 
influenees almost everything a woman does* The standards for what 
eonstitutes attractiveness, however, are not always realistic and 
sometimes not even healthful # A youthful appearance is a requirement for 
physical attractiveness nuch more for women than for msni and the 
dlffarences in attitudes toward the aging process for men and women can 
be detrimental to the older woman*s self-concept, self esteemi and mental 
haalth« 

The "ideal" female body type — as portrayed in entertainment, advertising, 
and fashion Bedia-^mphasiEes thinness « Within health professions the 
accepted definltipii of obesity la a weight 20 percent greater than the 
average for one's height and sex, and average weights have risen in 
recent years (12). Yet the current preoccupation with thinness leads 
some women to consider themselves obeee aven when their weight Is well 
within normal limits- 

A review of norms for l^ss Merlca contestants and Play'^oy centerfold 
models shows that over three decades, the noruatlve weight for these 
women has decreased by lS-20 pounds (13). Kiere Is growing concern that 
the ideal body weight, as perceived by the general public, may be at a 
level lower than that needed for normal or healthy body functioning, 
especially for adolescents and young wom^n (14)* Horeovei, widespread 
concern for thinness as a mark of beauty and semial attractiveness is 
thought to be associated with apparent increases in the number of young 
women suffering from serious, even life-threateninq, psychiatric 
disturbances known as anorexia nervosa and bulimia « 



SesuAl attitodea and bebavlors* Changing social attitudes toward 
sexual behavior have affected ^erican women in various ways although 
research In this area is still underdeveloped « These changing attitudes 
affect various groups of women differently, depending on agei income; 
geographic location^ religious, ethnic, and cultural group; individual 
preference I and marital status » 

A few of the effects of changing attitudes towards seiEual behavior have 
been measured and some are reported by clinicians, but many can only be 
supposed* Research on sexuality has been limited i as noted in a 1982 
conference on women's health fiponsored by the Public ^alth Service i 
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"The study of both male and female fieKuality in Wegtern 
eclence has been hamperad by a set of beliefs and ffiyths 
that have been slow to ehangee Beeauae It has been a 
taboo topic both in the drawing room and In the 
laboratory, research on sejEuallty has been particularly 
vulnerable both to social myths and to the assraptions 
that men have made about how women feel or i^hould feel 
about their seacuallty" (15). 

In the pastp research on sesroallty was limited to counts of "how early, 
how often, and with whom." More recently, a body of research has been 
initiated in universities and medical schools about the broader range of 
sensual eKperience* 

We now know that sexual responsiveness, as contrasted with the capacity 
for reproduction, is seen early and continues throughout life. The male 
fetus has erections tn utero , and lubrication of the vagina begins in 
girls shortly after birth (15). Thm full range of research on sexual 
attitudes, behavior, sexual preference and choice , sex role differences, 
and the physical and emotional satisfactions and problems relating to sex 
are just beginning to be regarded as serious areas for scientific 
attention. In recent years mora than 20 scientific periodicals have 
begun to publish studies of human sexuality* 

Changing sexual attitudes have provided women of all ages with the 
potential for greater freedom and increased choice of lifestyle • As 
described elsewhere In this chapter, there is some evidence that an 
increasing proportion of young women engage in sexual activity before 
marriage and have Intercourse at an earlier age than in the past* Some 
studies suggest that contemporary women as a group may have more se^^al 
partners before, during, and after marriage than seems to have been the 
case In previous generations* Very recently, research has begun to 
provide information about the sexual preferences and life styles of 
homosexual and bisexual women. 

The increased freedom permitted by these changes creates greater 
satisfaction for some women and Increased concern and anxiety for 
others* We know that young girls, even before their teen years, feel 
peer pressure to engage In sexual Intercourse. Many lack even the most 
fundamental sex information, and most are 111 prepared to deal with their 
own emotional reactions* Women of chlldbearlng years have an increasing 
number of contraceptive choices available* Concern about the choice of a 
contraceptive and the worry about the possible side effects of the 
contraceptive Is an additional source of anxiety for many women. This 
Increased freedom has the potential for Increased satisfaction and 
fulfillment, but may bring new responsibilities and anxieties. 



ebaaglng attitudes and snklng teluiviDr* In the early If 00s, few women 
smoked cigarettes* By the late 1920s, the social acceptability of smoking 
by women began to increase. After World War II, women began taking up 



27 



1-7 



thlB habit In large mimbers* Thm rise eelnclded with the Increasing 
soeial acceptability ©£ amoklng* cigaifette advertlsemants directed 
tQwards womenp the frequent use of cigarettes In movies and on tele^ 
vision, and the lack of knowledge about the serious health risks of 
smoking. By 1965, one^thlrd of women smoked and more than half of men 
smokad (17). Following the 1964 Surgeon feneral's Report on Smoking and 
Bealthi the appearance of the warning label on cigarette packages in 
1966 p and the removal of elgarette coimerclals from television and radio 
In 1966, a substantial decline in smoking occurred among men, and a 
somewhat later and slower decline occurred among women. 

In 1980, an estimated 24|000,000, or less than 30 percent, of women 
smoked* While there is virtually no difference In smoking rates of Black 
and White women. Blacks smoke less heavily than than do Whites. However, 
for both Black and White women the percentage of those smoking more than 
25 cigarettes per day is Increasing (18). 

The results of some studies have led to the conclusion that it Is more 
difficult for women to quit smoking than for men- (19). 

A disturbing aspect of the overall decline in smoking Is that, although 
smoking among adolescents has also declined, more girls than boys smoke 
regularly* The otherwise unexplained epidemic increase of lung cancer 
among women is thought to be due to smoking and has been called "an equal 
opportunity tragedy*** As attitudes towards smoking continue to change, 
and as the social acceptability of smoking wanes because of knowledge of 
the health risks, women, like meUf will have the opportunity to make a 
critical change In behavior that will have profound positive effects on 
their physical health* 

Violence against vmen. Each year, 3 to 4 million women are beaten In 
their homes by husbands, ex*4iusbands , boyfriends, lovers, and more than 
82,000 cases of forcible rape are reported to police* 

Eecent research suggests that three sets of cultural attitudes influence 
wife-battering and how It Is treatedi (a) this practice has a long 
history and Is considered by seme people to be a man's prerogative; 
(b) many women are powerless, or feel they are powerless to leave an 
arrangement in which they are subject to abuse; and (c) authorities are 
reluctant to Intervene In what is considered a family matter. 

The medical implications of battering were described In a monograph 
prepared for the tetlonal Institute of Mental Health In 1981* it was 
noted that 21 percent of all women who use emergency room services are 
battered* It was also reported that although Mny women are battered 
throughout the course of their lives, the problem remains virtually 
unrecognised by the medical system, despite the fact that battered women 
often seek emergency medical and psychiatric aid (20) * 
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Sexual assault p another serious kind of vlolenee against women, has 
diverse, serious, and long-lasting health consequences. It Is knoiro that 
as aanjr as half of all rapes are not reported | thus data on the InGidence 
of rape and senal assault can only be estimated. An estimated 71 of 
every 100,000 females In the country were reported to be rape victims in 
1980— a 6 percent increase over 1979. (Unifons Crime Eeportini 
definitions only include female victims of forcible rape.) Since 1976, 
the reported rate of forcible rape has risen 38 percent. This say be due 
to better reporting , or to an increase in the actual rates of offense. 

In addition to seMal assaults on adult women, semal abuse of children 
is considered a major public health problem by mental health 
professionals. Underreporting appears to be widespread because of fear 
of family disruption and of sti^^tization resulting from disclosure* 
There is little doubt that sexual abuse is as frequent and as daaaging as 
physical abuse to the long-term development of children. Thm National 
Center for Child Abuse and Neglect conservatively estimates that 100,000 
children are sexually abused yearly, and that a high proportion of such 
cases involve the parents or other adult figures familiar to the child. 
Clinicians estimate that up to half of their female clients have 
experienced se^al exploitation at some time in their lives* Yet, it has 
been pointed out that clinicians are not sufficiently sensitive to the 
widespread incidence of seMal abuse or to the etiological implications 
of such abuse for psychiatric illness (21). 

Reduction in the frequency of sexual abuse among women and children will 
require social and behavioral modifications such as changing attitudes 
that foster violence towards women and children, increasing the ability 
of women and children to avoid sexual violence by strengthening their 
self-^concepts, helping women and children aqulre coping skills and the 
ability to defend themselves. Increasing comunity awareness of sexual 
violence, and affirming women's control of their bodies and their 
responsibility to support each other in enforcing control (22). 



Cultural attitudes In ^ss sedla. A potent component of cultural and 
social pressures on women is their portrayal and treatment in the wide 
array of entertainment and news media — television, film, radio, 
newspapers, magazines, and popular music* The effect on women's health 
can be analyzed from two perspectives: (a) the ubiquitous influence of 
mass media on attitudes, values, and health practices— through words, 
images, con^nt selection and placement, character portrayal, editorial 
perspective, advertisingi and (b) health education and health promotion 
that is accomplished through mass media* 

Sax role stereotyping. Kiere is reason to believe that media images 
are directly related to women's self-concept and mental health (23). This 
issue has been the focus of many efforts by women's advocacy groups to 
influence media practices* Attention has centered on studies of sex role 
stereotyping, underrepresentatlon or misrepresentation of women, the 
emphasis on physical attributes of women, and the depiction of violence 
against women* 
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There Is little doubt that the single mast influential instrument of mass 
madia today is talevlsion and evidence accumulatad over the past daeade 
eupports the notion that television viewing affects people's attitudes, 
behaviors p and pereaptlons of what is real in the world (24) • 

While television pFobably is the most pervasive form of mass 
eomunieationp other media also influanca social attitudes and health 
behaviors • Print advertising has bean harshly oritieised for Its 
eontributions to damaging sex^role staraotypes as well as for its 
glamoriiation of alcohol consumption* Popular musicians and the 
recording industry have bean accused of promoting drug use and seKual 
axperimentatlon by youth through the lyrics of popular songs* Hagasine 
publishers have a widespread influanca on the public, and a wide variety 
of magazines are included in the "woman's markets" Women's organiEations 
have criticiEed the conslctant relegation of news relatcad to women to the 
"woman's pages" of a newspaper or to the last few seconds of a news 
broadcast* 



Health Influanca* Although television is such an Important feature of 
daily life in this countryi suprisingly little attention has been given 
to its influence on physical and mental health^^for women or for men* 
The most stringent codes sat by the Hational Association of Broadcastars 
for message content and visual representations related to health are 
those applied to advertising of haalth^related products=lncludlng a ban 
on cigarette and liquor advertisements on radio and television » Tha 
guidallnas for health portrayals in the dramatic content of antartalnmant 
programs are not specific | in effect, the portrayals are governed chiefly 
by artistic Judgments ralatad to entertaiment and dramatic af facts* 

Clgaratta advertising directed toward women Is a powerful force In print 
media* In 1980» the cigarette industry spent over |90 million to 
advertise in Just 20 magazines that have a high readership of 18*^24 year 
old women (23)* Furthermore » "woman's magazines" carrying a heavy volume 
of clgaratta advertising also run far fewer articles about the health 
risks of smoking than do sagaElnes that carry little If any such 
advartsing (26)* Certain ''women's'^ cigarette brands are promoted widely 
through advartisemants dominatad by social stereotypes of feminity^ 
featuring images of sesnial attractiveness ^ sllwiess» ^feminine" success, 
and other contemporary views of voman« 

Television falls short of Its potential for offering constructive health 
Infomation* Thm effects of modeling haalth^elated behaviors on 
television have not been studied systematically ^ but research on the 
health content of antertainment gives cause for concern, since 
unrealistic images of risk-taking and destructive health behavior are 
commonplace* For example, heavy drinking, reckless driving, and 
unhealthy eating habits are portrayad regularly with little or no mention 
of risks or health consequences of such behaviors* 
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There Is widespread eancern that television portrayali help te ereate an 
atmasphfire In which violetiee Is considered noETOtlve* Violence Is 
CommonpUee In television programming , and it Is frequently linked to Bmn 
and to mental Illness. Women» particularly elder women^ are frequently 
portrayed on television as victims of violence— far more often than they 
are victims in real life* Some researchers feel that women who watch a 
great deal of television may limit their mobility unnecessarily because 
they become more fearful than warranted (24). 



Health eduutlon eampaigas* Health education campaigns have been 
targeted through mass media in an effort to convey a particular message 
about health and to persuade the audience to heed these messages* A few 
efforts by private and public sponsors have been directed specifically to 
women— for example , encouraging breast self-eKaminatlpn for early 
detection of cancer and discouraging alcohol consumption during pregnancy 
to prevent the fetal alcohol syndrome. 

Critics have noted that mass media messages , particularly in the health 
field, emphasiEe Individual responsibility and behavior and tend to 
ignore social, political * economic, and envlromnental factors that may 
profoundly influence whatever behaviors are being considered. 
Nonetheless p comunlcatlons experts and health professionals are 
cautiously optimistic about the potential for mass media as an effective 
tool for widespread health education. 

In sumary, it can be said that there are many social and cultural 
expectations that affect women*s health. Thm media play an Important 
role in disseminating these attitudes and values which affect 
health-related behaviors such as physical activity, diet, smoking, and 
sexual practices. There Is particular need for further research that 
takes Into account racial and ethnic differences In cultural values ^ 
attitudes, and behavior since these too have health Implications- ' 



llie Relationship of Economic Status to ^alth 

There has been a general improvement In the health of ^erlcans in recent 
decades, but many groups of ^ericans still have a health disadvantage 
that is associated with their economic disadvantage. It is not easy to 
establish a direct link between poverty and ill health, but numerous 
indices suggest an association- Disadvantaged people become 111 because 
of poor nutrition, poor living cenditloni, high levels of stress and 
reduced access to health care* Then, because they are 111, they may 
miss work or lose their Jobs and may become even poorer* 

As a group, women are economically disadvantaged relative to men, 
reiardless of age, race, ethnicity, educationp or employment status- 
Data from the Bureau of Census, the Bureau of l^bor Statistics, and the 
Congressional Budget Office confirm that women In the United States are 
becoming increasingly disadvantaged- Black, Hispanic, and ^tlve 



31 



I - 11 



Mierican women » partleulafly ihdse "vho are single heads of houeahoidSp 
have long had particularly high rafces of poverty. ^ey are now being 
Joined by the "nouvaau poor": white ^ middle-class woman rearing children 
alone and older women subslstlo| on mmAll fixed Incomes* Overall^ almost 
78 percent of the poor In the Un£_ted States are women and children* 
^ong the elderly poor, 74 pemnt ^» women (27) # In 1983| 80 percent 
of all female-headed households had An Income of leas than $15,000 (27)» 
Ihls Included their own earnings, alimony , child support payments, and 
all other sources of cash Incesii 

Neither employment nor education ^^otect women from an economically 
disadvantaged status relative to meti * A woman who works full time earns 
about 59 percent of what a mall worker earns (28) # Bhe average college 
educated woman earns less than the a^^^rage male high school drop out (29) • 

When differences among women are ^^xamlnedp better educated women do, 
however, have lower rates of pDvart^ • For example, among all households 
headed by women, the poverty rate in. 1981 was 40 percent for those with 
less than 8 years of educatloDi 28 p^aireent for high school graduates, but 
only 17 percent for those with one ©r more years of college education 
(30) • Similarly, among minority wo^a^n. Increased education does reduce 
the likelihood that women will be poex^. For Black women the poverty rate 
declines from 57 percent of thogi vl%h less than 8 years of education to 
27 percent of those with one or mo7e years of college* For Hispanic 
women comparable rates are 62 pareenfc , and 28 percent • As the percent of 
women achieving higher education lnG7ease8, the percentage who are poor 
can be expected to decrease « 

The economic dependence of wesin on. n has changed rapidly in recent 
decades, but singles widowed, or dl^v^o^ced women are far more apt to be 
poor than married women (31) • The Is^^aractlon between marital status and 
economic status differs by raee, ettamlcity and life stage. White women 
who are heads of households are Im m& likely to fall into the poverty 
category than Black women « Ovemll, only 28 percent of families 
naintained by White women but 56 p^x^eant of those maintained by Black 
%'omen are below the poverty level (29 ^ • 

Low financial status of womeni whfether married, single, divorced, or 
widowed, is associated with pirce^ved poorer health status* Great 
differences In perceived health status by race as well as income also 
have been reported « Low incoae women of all races perceive that they 
have worse health status than hlghef Income women, but minority women 
report dramatically worse health sti^tus. For women with Incomes less 
than 112,000 annually, 59 pereint White women, 73 percent of Black 

women, and 78 percent of Hispanic women report poor health. For women 
with incomes above $20,000, 23 pircett^t of White women, but only 7 percent 
of Black women, and 2 percent of His^panlc women perceive their health as 
poor» Similarly, findings of the health Interview Survey Data In 1981 
indicate that low Income women repoart a disproportionate amount of the 
total days of restricted activity (33 ^» 
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ZaeeBey laBvfi&gt a&d healih eafii r@ld^j.%latiihip between availa- 

bility ©f health ios^^rasMp umm of madlasl ^fit^^m^ ui health scoitus Is 
aomplex and n@t fully wndtreteod • Hovavtri da^A^ lyoithe NatlonaL Health 
Cafe iKpendlturii $%itv^my (NHGES) ihow that mta^j^^f fitiii and tha poiar are 
i&ost af f eet^d by the iKmanelal rlgk frem unlnSu^o^^^d siji§al ears €^ sts and 
the Inereafed health frisks arising froffi pmBtfW^^i utilisation ot medleal 
eare ae^vle^i (34) * 

The eonelufilons reaches verai Ca) for bath mmp ^ladvoitn, batter health 
status la aaiSQlattd i?ath having private tMyM^ft^t,(b) lndlvidiift3.s with 
health Insumet U3# sort ambulitofy cars ^ these vlthowAt Itp 

(e) utlllsatlop rates ^^e higher lor weaenp for ^ ^a©pl« with lover ^nerasi 
I for older pBopUp fer Wfhltes and kt those vlth . asiployir-pald disability 
I leave 9 and (d) the bl^^her utllliiUen rateg slii poor appear to ba 

- ralated to liveli ot AU aablUty <asd perhaps t^ h^«a3lh itatus) « 

r la a furthif prallelsiary anslyili NHCli d^t^i^ Ifl 1983 » only small 
^ dlffarances vsri foyod^ In pflvati insuranQa §«^i^^vwii between i^^n and 
•^©laen (70 pereint fat Si-^en vi* 67 psreant f©f ^^p^^ti^, Ihasa analyses also 
^^ndloatad that more IP^ltes of boih seMS ^^u^d private Insura^oee In 
BMaddltlen to llidleari «tsan did Blaeki and "Qiuf^^^Xcmi In the over 6B-aga 
groups 9 only 5 pe^etrmt of Whltis had bPtft IftiUire and Msdloald 
^^overage^ thli lgMe» ^e d to 25 pirdint for l}a^^k iilis and SB percent 
^^or Hlapanle flaUSt arhe rates vera 9 peteaBt ^ Cfif Hhlte feaal^Sp 37 
^eroeet for Blaak f^uisa» and 44 peraint for Sli^^rais finales. 

^^uS| It appiara that ^^©sen ara enly sllthtly tX^iiiipt than Mn to ba 
^severed by pfivata IntfU^ranea. Of thosa ovef &JjWman are xa apt 

tto be eovaredbr Kedl^amldi with of irithout M#4i% ^A^ij ind minority^ women 
«Bra far sore apl to bf^a Hadlcald sovsraget ttf^flaatlDi the eeonoisieally 
dmsadvantagad status of «oMm i% general ^^md ilaorlty ^QWummn In 
pi9artleular* It ihould tea noted thai Iheae data a j^^fe tiiid on survay^a, and 
^ose of the pdpulatloi3 astlaataai pirtleularly ^AagiNlng Hlspanle^s nay 
fcse questlonaUe* Bo^tsvar, Is thi aggragafity * Siili but eo©^ distent 
dBifferenees 1b eove^fa.^ga bitvaas aan aod v»'r^a^fl ire found, with 
»^adlcare-4ledtcal4 MVe^sBsa higher fer llaek voft^^^ but lower for ^apanle 



susmary. Item be ismld that thi ipeoter of ^s^vi^t^ls a real o^Ba for 
a i dlsproportionae peire^^Mtage of mmu of all x Meiii Most lov^i^ncona 
!f*women of all riQes pa^ealve that ihey hava p&^^r liilthp with almost 
tkhree-fourths of poor ainorlty aad two-»thlr5ia^ poor Whlta women 



tmmmti^i^%m6. activity. WM&en are only ■lightly l#^a# apt to be eaves^ad by 
pK rlvata insurangs than ^an. Woman evtr 65 ate i^mt im apt than ^an to 
h»a eoverad by Ntoald. 



v^omen* 
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nie tmp^Ad rlia In labor forot partl^ifstisQ ot iwomen hii bee% ^^he tlBgla 
i§st a^stemslve social ehangt Ip M^iQi ^atfap* bpld^e^c af large 
aunbfl^s of irratfi has ehsmged the mrkpUui thm ^aa^kil plaety tBie faally» 
ind v@&^an thamaalves* Thli Inerea&e iMttpl^r^^ent ritti of vaman has 
bean t^^rmed **thp ailent Mvolntl^a«^ i ^^etion ft^lavs salaetad 
iipaets af f email eBplo^ent which h&va lipUoe^l^oos foivomtn*! health* 

EeploF^^snt la related to health in wa^a si it iffeot* levels af 

income I access to Issyr&iiee and psBil^Ofimd tfesceas to healtti €are» and 
it brlp^ga about changee in occupati^naj tisks as^d heiirdsp levels of 

itressi and as veil in life style • 

Both ^a^sual observation and data stiPp^stthi ri^ mm in femala lumbar faree 
pirticl^^ation* Women made up onl^ 30 pmnt wt ^ thi paid lab^^^ force in 
1950* rising to 44 percent hy 1980, ^mntlyi about 32 pBte^mt of all 
ircssan age 16 and over are i^ the lilor fo^^cei but betw^a^s ages 25 
and 35i more than 65 percent of i^oA^niri 0&aplayidi fhe ^sest rapid 
Inereas^^s have been anong marrlmd miiQ and . espiiiall^ tSioae with 
preschdc^l children (35) » Even vomefs f^tthi&fast^ m ari In ths l^s^har farce 
in grovi — mg numbers. 

tht gap in earnings be^veen men and f^om ^anfL^nufti to groii» In 1974, 
tha avi=^age earnings of men eiicee4i4 tliosi vsnen hy 56 parcent^ 

Todajft ^Ben*8 earnings are 75 percent hiihgr ft^han voDiii^i (^^6). The 
eoQcepc that men work to support fMlltsilQd W§^^en work lor ^^^lEtras*" or 
ht sel^E-fulfillment endures p though tti riallt^^^ la that 68 peercent of 
forking — tromen are the sole wage earoiTP lor themi«£ilvei or the f^aBnily unit- 

Coatrarr^ to popular beliefs women ha^i mWn t^ratributid to th^m eeanomic 
fuQctiaP^-^ng of the family, only the Imi @l tbia econoiie aet ilvity has 
changed* Prior to the industrial r^i^^iitioQ c^mmre was less ^separation 
litweeti home and work place * WameA %ti ii& ^^^uld riiain 1^ the home 
Mle fialfilling economic as well Ai ^iproductz l.ve functions^ Ken and 
vosen wcterked side by side in maintaiatn| the ti^^aSp produeimg ^ ^aods and 
iirvle^s , and rearing the ehildrenf 3he Induiacrial fivolutto^v brought 
ibout a shift in roles as men left tlie home ft^a intaf the i^orkplace* 
iiibaequa^mt changes in emplo^snt patttreialtavi t^mmulUi in a M^^rawing of 
the dlf^Berences betweem male and faqsali impl»^yment races. As more 
iDthars of young children have entered tlii l^b^or fofcii ch0 need for 
adequate child care has increased* fiiults » ^f considerable^ research 

dDeument the need for day care and tha iffaacs oof day aare mn children « 
ioveverp virtually no studies have ^^acgiiiai eha effects of da\^ care or 
the lack of itp on the haalth and well hsiil^t is^^thefii 



frinds l^n. aplaymnt* Recent emplpym^nt treiid^^ havi shoim general 
ihift fr»^m blue collar work to servtet ind vhit»^ cellaf vorki areas in 
ihieh we^nen predominate* l^weverp the friiint l^nfarsatldn or t^echnology 
{eyolutl^^n will undoubtadly alter tbt ftruetuf^e of the vhl^e collar 
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vorkferee even furthtt* Oi&mgis to 

monotonous I rtpetltlouv tasks and erestlOG oi aew t«eh^^^logiMl 
opportuoltits an the ons hand and aaploynsnt displiQistnt p deirmgtadlng 
Jobsp and the reduetion of middle unagement on the other* lUddle-^ 
aanagesent JohSp partioularly in the elerleal fields hi^t repriS^Q^tad one 
of few eareeir-ladders for women* The impaet of i deeli^e ^ftn this 
oeeupatlonal aategof^ means not Just the loss of a fev Jobs byt t"-he loss 
of potential eareer development • It is foraeast that aot onlf vr^lll job 
displaeament outweigh new Job ereation but also chit iha nuabtf of new 
Jobs will not absorb women at the same rata as men (31)^ 

Although individual diffaranoes in ability fir outvitgh gender 
dlfferanaas (38) views parslac that men are Inflateiy iuperior Is - logiOp 
business skillsp and deoisionmaking (39) • From MrlMhlldhoodp females 
as well as males learn to domgrada women's ptthrunea §t ^ devalue 
women's worth (40*43). Toung woman still are leas apt eo pursue i studies 
In areas that are in Inereailng demand » su^h as mathiiitlcit s^l^Qw^cap and 
eomputar soienoe* If this trend eontlnuae It le likely ^huat the 
eoneentration of women into the bottom of th€ lilpr hierdr^hAy will 
aontinue * 

Fears that employment growth will slow as workers ifi replaoed by the 
very maehlnee they learn to master are not uofcUQdid* The ^^urrent 
proliferation of automation raduees the demand for persons witti manual 
dexterity p traditional eraftsmanshipp and eM^fiti thinking ^ with 
Ineraased demand for Individuals with mora fenal and ti^^hnlcal 
knowledge p preai8lon» and peraeptual aptitudes p a&d ability to handle 
abstraat coneepts* It may follow that only workat^g with the fi^sanolal 
and Intelleetual means to pursue these skills oap seleoted tSoT the 
newly ereated high-taah positions p leaving the ma joritjf of the wofM^ers to 
aompata for the low status Jobs*. 

Another eumple of ohanga in the workforoe It the shift ^^owards 
parf ormanaa of work on eompanylnstalled equlpMst Im thi home ln#tt^ead of 
in the offlaa* Iha banafits to women ^o perfo^ paid Jobs a^^t home 
include aeaasslbility to ahildran and eonservation ol transporca^i^on and 
work wardrobes* Thm drawbaaks inolude Isolation ol ttii worker t^ Qoa peer 
support p role models p on-the-job mentors p and BHckug^ ot pa^E^tlnant 
Information* Raduatlon or elimination of paid vacitlonp hesltUh eara 
insurance p pension plans p and other fringe benefits afltn aoaompar^&y the 
shift of worksite to the home* 

The relationship between social factors sueh as oeeupatlonal sef^^^satlonp 
psychosocial Job factors . earning and benefit dlff^riQUsls, arg^aaomicsp 
and the role of ocaupational health and ha^^ltti §are aaags mm are 
Intertwined, and are discussed In the following ssQtloQii 



Oaaupational aegregatlony mobilltyi and its oonaequiBets* Rectfl^^ work 
patterns show that one of the most pervasive and endyrlog fa^ts §;«f life 
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toT woaea vorksrs is thalr aoacentratlOQ In occupations Ic which most of 
their eovorkets are vomen* Oocupatiooal segregatiOQ by gander is as 
videspread now as it was at the turn of the century , and contlnuaa to 
depresB wages in those oeeupatloas in which women are predosinant (44) • 
More than one-^thlrd of working women are in clerical Johs« Women 
constitute 99*2 percent of secretaries » 97. S percent of bookkeepers , and 
97^5 percent of receptionists. 

Other than physicians, most health care workers are female i the Katlonal 
Institute for Occupational Safety and ^alth (KIOiH) has found health 
care workers to be at high risk for the effects of exposure to to^Eic 
Bubstanaes* Other occupations are similarly as segregated i of all 
primary and secondary school teachers, 71 percent are women, and more 
than 98 percent of kindergarten teachers are female* 

Blue collar occupations typically are "male^ occupations* The 19 percent 
of blue collar workers who are women often have the lowest in status and 
pay I and their Jobs are characterised by health hasards, repetition, and 
monotony* For example, in the tesetlle industry, more than 93 percent of 
sewers and stitchers and §9 percent of spinners are women* Similar 
segregation exists in such occupations as shoemaking, hairdresslng and 
cosmotologyi restaurant service, meat wrapping, hotel Janitorial service, 
manufacturing of novelties and jewelry, and electronics* 

Non-^hite workers are concentrated In several hazardous industries and 
minority women are further concentrated In the least desirable and most 
dangerous Jobs within these Industries* Ae U*S* Equal Opportunity 
^pioyment Cofl^lsslon reported that. In 1978, minority workers 
eonatituted 61 percent of unskilled or seml^akllled manual workers and 55 
percent of skilled factory workers in the laundry, dry cleanlni, and 
garmet services industry (45)* IfiLnoritles are disproportionately 
represented amoni houaehold workers i in textile mills, in factories 
producing agricultural chemicals and In certain segments of the health 
4*are Industry— all occpatlons with high health risks* 

Women tend to work in occupations which appear to be less risky because 
there are fewer physical hasards which lead to obvious injury or death* 
Risk of injury to men who are construction workers, welders, heavy 
equipment operators la immediately obvious* The health hazards to women 
who work in teactlle mills. In food processing plants, or as clerical 
workers are less Imedlately obvious and are more cumulative* However, 
most research on occupational haiarda haa been done in occupations in 
which men predominate* Thus, the risks and health outcomes In 
predominantly female occupations are unknown* 

There Is need to develop data on occupational hasards by age,^ race, and 
gender so that the risks and health outcomes for women can be assessed* 
One example that demonstrates the need for further research on 
occupational health differences for women la the framlngham Study (46)* 
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It shows that the 10 year InGldeace i^ates of Coronary Heart Disease (c~"?HP) 
were highest for men and lowest for eurrently uployed women and 
housewives* I^e women most prone t© heart disease wiifi elerieal wortars 
who were married to blue collar workers > had three ©r lore ehlldtea la 
the home, had not reeelved profflotlonSp and had unsuppsrtive supe^vlg^^s. 
This finding Is Important for health promotion and disease preveflfcion 
programs, most of which have been targeted to prevsnt CHD among ^^n* 
Programs can now be developed for supervisors and to hilp the very l^rge 
nymbers of Glerloal workers who are married with ohlldrin In the hmm* 

The relationship between professional or managerial stitus and ww^m's 
health is one that requires further research. Wille thi Framlntham #t-*idy 
found that women In high status oCGupatlons had lowir rates of hfe-art 
disease, another study found that female physicians and psychologl^^ts 
have three times the expected suicide rates as their iale counterpa.3ts 
(47)* These authors suggest that these professioail women lack -*he 
acceptance of their male colleagues* and are lacking in peer and otmer 
social supports. Thm role played by social supperti as a mitigating 
variable needs further examination. 

The Interaction between Mrltal status and labor forci partlclpatlofi of 
women Is one that highlights the Importance of social fietors In heaa^th 
and Illness. It was reported in the Framlngham study thit single vorkang 
women, the group that had the longest time of employunt outside of the 
home, had the lowest rates of htart disease, ilmllar finding ralated to 
mental health is that employed, never^wrrled women havi the lowest ratees 
of depression (48). Level of Income also appears to be a mediating 
variable between occupational stress and health outcoies that should be 
controlled in all such studies (49). 



Fenalonsy wrkar'a eompenaatloa, hmmmtttm* Becausi of the greatear 
longevity of women» pensions, and Social Security bensflts are ©f gr^mt 
significance for their well-being. Women who are not In the paid ia^€>r 
force rarely are covered by their own pensions or life Inau^at^ce 
programs. Those who are in the labor force often are at a dlsadvanea^^^e 
because of lower compensation rates and Intermittent imployment. fluis 
disadvantage Is applicable to both private pensions and Social SeeurL ^y 
benefits f 

• In 1980 p only 10 percent ef women 65 and older rieslved 
Income from private pensions or annuities. Bii itdlan 
amount of this Income vas il,400 per year. Tirinty 
seven percent of men 65 and older collected private 
pensions or annuities with a median Incofle of bfOOO 
from private plans. 
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be twa-thlrdt of men -a through the year 2055 p under 
eurrent lav, ymt 33 percent of ■ingle elderly voeen 
depend on Soelal Semurit^ for sore than 90 peroenc of 
their ineome* Women who are homemakers receive nothing 
on their prevloui earnlnga reaord for every year over 
five that they are not employed for pay* Suoh vomen 
are partloylarly disadvantaged if they are not eligible 
for henefita as spouaea* 

• In many Stateep wor&er*a oompanaation la baaed on irage 
ratea* Slnoe women' ■ wagea are generally leweri 
eompenaatlon is often at a rate that makes vomen *8 
beneflta lover and eoonomie survival more dlffleult* 
Worker epmpensatlon programs are not designed to 
eonalder the feet that vhen mothers are disabled p they 
may be unabls to fill eaoh or all of their three major 
roleas paid \Yorker, unpaid home irarkeri and oaretaker 
of ehildren* 

It Is olear that eonglderation ahould be given to the differential work 
histories of vomen as veil as to their eontrlbutions to ohlld rearing as 
revlalona to Soolal ieourlty legislation prooeed» 



Ae health effaote of mltiple roles. It has been assumed videly that 
as vomen* a partlolpation In the labor foroe inereases morbidity and 
mortality patterns In vomen vould ahov greater similarity to those In 
men* "If vomen are going to live like men, they are going to die like 
men'' vaa the oaption of a reeent magailne artiele. Horbldlty and 
mortality data have been eitamlned for dlfferenoea betveen the sexes » but 
the effeot of labor force partlolpatlon on vomen* s health avaita further 
study. Fev existing health status studies have oontrolled for Income ^ 
dccupatlonal and marital status , the presenoe of children In the home and 
aoolai supports I all of which are relevant to understanding the 
relationship betveen health and multiple roles. 

What la clear Is that vomen are taking on new roles outside the home 
without giving up old roles. The greatest stress for a working women 
seems to occur as a result of children In the home rather than as a 
result of marrlagei per se (50) « &Dployed mothers oontlnue to assume 
almost full responsibility for housevork and child care. While media 
features reports of men who assume household ehoreai studies have failed 
to document such as shift on a id^despread basis. Time budget studies 
show that the father of a young child spends very little more time doing 
housevork iriien his vlfe is employed than if she Is not employed (51). 
When work is defined as time spent In emplo^ent plus time spent In 
houaehold taaka and child care, full time houaevlvea work least, employed 
wives most, and men in between* ^e International Labor Of flee estimates 
that the average man spends 50 hours a week at work In his place of 
emplo^ent and at home, whereas the average woman spends 80 hours* Work 
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QVmtlQmA has hmmn Aatogiated with ooroaA^y deaths (52) p eseaplst 
drlakingp verk sbsentssismp lovsred sslf-ssteim (53) and isersssed 
ehalsstarel lavels (54, 55) • A study ©f eelleic-tduestsd werklng &@the» 
of young childrsn shovsd that woman eantliiua to spasd a great daal of 
time in ehild eara but give up sleep and leisure time to do so (51) « 
Onoe relieved of ohild care respomslhllltlesp maay midlife vomen find 
themselves responsible for oaring for elderly parents » It has been shown 
that beoause of suoh family responsibilities, employed women have 
substantially more unsohcduled absenees from work than do employed men- 
Eoweverp the total time per absenoe per worker is lower for women than 
for men* 

The question remains as to what the health eonsequenees are of multiple 
roles* Women who meed to be home to oare for ohlldren and other family 
members at the same time that they need to work to support themselves and 
their families eKperienee role eonfliet* ^ntlnual prasiure not to miss 
work even when a ohlld Is ill may inorease the anislety about not being a 
"good mother" or a "good worker"* ^e lower the woman's eoonomlo status p 
the more this oonfllet Is auoerbated* Most working women are unlikely 
to have sufflolent funds to obtain help with housework or baby sitting. 
ThuSp the effeots of role overload on the physioal and mental health of 
women needs further study. The paper whieh follows this ohapter on 
""Clffleulty In hanging for Oilld Care" further explores soma aspeote of 
this dilemma* 

Not all researeh supports the eonoluslen that serving in multiple rales 
has negative effeets* Although inoonelusivep the results of many studies 
shew that work has a beneflolal effeet on mental health (56)* Baployment, 
sarriage and parenthood are assoolated with good physical health for both 
men and women (57). The Framingham Heart ntudyp as previously noted, 
found that employment , per sep did not Increase the risk of eoronary 
heart disease* Other studies have found that women with paid Jobs appear 
to be mora satisfied than housewives beoause Jobs oan be a aouroe of 
independenee , status, and aoolal network enhaneemant as well 
as Ineome* Other studies have found that employed women have more 
poaltlve ooplng strategies (58, 59)* 

teoent researeh regarding the Involvement of women In multiple roles 
eoneludes that only the role of parenting contributes significantly 
(p. 01) to "role overload". The quality of the "work role" and the 
quality of the ''mother role" also seem to be related to overload (50). 
The quality of eiEperlenoe in the eternal role also determines the nimber 
of symptoms of anxiety that women report* Serving in multiple roles can 
be viewed as advantageous as well as stressful depending on the nature of 
the Job, the motherhood and of urrlage* 

iatlsfaotlon with roles My be mora Important than the number of roles. 
Reviews of the literature (56, 60) show that serving in multiple roles Is 
assoeiated with better physloal and mental health* V^.rbrugge (60) points 
out that Boelal aeleetlon may be operating* Women with better health 
take and keep employment outside the h^me and also may be more likely to 



marry and stay oarrled* Haw (56) fiotes that east atudl^B involving woman 
laek speelflelty regarding either the work ot the family anvlronment. 
She reeomended that future studies be longitudinal and praspeetlve and 
pravlde more details on work and family reaponslbllltlfi^s* Sueh studies 
might eKplaln the reason for better health among employed women i whether 
It la that healthier women are employed or that employDent has a 
proteetlve effeet on a woman's healths Greater speelflolty In researoh 
la also neoessary to determine what kinds of effects particular types of 
jobs have on the health of employed women. 

Ergoiioftlc isBues affeotiag WMes's bealch* Negative health and mental 
health outcomes have been associated with physical and psychological 
aspects of working conditions* A number of studies have found that poor 
physical healthy depressed moodp and escapist drinking problems are 
associated with difficult working conditions. 

Using equipment that does not fit the worker causes safety and health 
problems for all workers but especially for the female workers For 
example 9 personal protective equipment § from respirators to gloves and 
boots 9 is designed for malef and thus is often too large for most women* 
Ill""fittlng equipment not only Is ineffective^ but may also be hazardous. 
Levers on machines that are too high to reach i or tools that are too 
heavy or cumbersome have caused disabilities p dismemberment i and death 
for women workers* Women» needing the work and the pajt do not want male 
peers to think they cannot do the Joby so they seldom complain about such 
problems and are often injured* l^en injuredt they often fall to report 
the Injury* 

Problems with new automated office eq^ulpment have contrlbutad heavily to 
a sharp Increase In visual and musculoskeletal symptoms among white 
collar workers* Too often equl^enti such as video display terminals » 
has been Installed without planning placement so as to avert glare and 
other Illumination difficulties! postural problems | baekp neckp and wrist 
palni and a host of other symptoms both psychological and physiological 
(61-63)* 

Host studies of the workplace have examined stressors on an Individual 
basis* lather thati any particular stressor disrupting health and well 
being I it is more likely that such a disruption la the accumulation of 
many dally , unsolved difficulties combined with other hazards on the 
Job- All these factors increase the risk of poor healths fhe 
eomblnatlon of family demands and workplace stress represents a special 
set of problems for many working womenp particularly those with children 
in the home. The low status and lack of mobility in typical ^female*" 
Jobs adds yet another area of stress • Most research on occupational 
fitress has been done on male occupations rather than those in which women 
predominate* few studies have examined the interface between work life 
and family life for men or for women* iueh research is needed if we are 
to understand curriint health risks and conditions* 
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Family, gouBehold Strueture> Soelal Supports and Health 



ItApld B0eial changes have significantly affaeted family and heusahdld 
Btruetura, funatlon, and capability » ^ong the most aignif leant social 
changas affactlng the family are Increases In labor force participation 
of women I In divorce rates » In single person households ^ in longevity, 
and In options In the planning and spacing of children. 

"Family" and "household structure*" are Important concepts related to 
social aspects of health, particularly for women. It is Important to 
broaden the concept of family to include "household structure." No 
longer does the typical household consist of an raiployed husband and a 
vife who remains In the home and cares for the children* Increasingly , 
alternate forms of households Include single**person households and 
unrelated persons sharing a household. While "family and household" are 
terms often used synonomouslyp "family" Implies legal and emotional 
ties. In contrast, "household" implies living arrangements and physical 
proximity, sometimes temporaryp sometimes long term* tely the most basic 
issues relating to family and household structure and to health will be 
discussed in this brief review. 

foowledge Is increasing about the behavioral components of health and 
Illness* As the basic unit of sociallEatlon, the family or household Is 
the place where health habits and other behavior patterns are learned, 
practiced, and reinforced. The family or household Is Important, not 
Just because It shapes health behaviors » but because It continues to be 
the place where most of the care occurs for short-term acute illnesses 
and many contagious oneSi as well as for those that are chronic and long 
term* Family or other household members provide the bulk of nursing 
services* Host of these home health providers are women. Thm ability to 
provide this care and the burden of doing so are affected by changes In 
family and household structure* 

In addition to its role In demonstrating health behaviors and caring for 
the ill, the family is an important part of the individual's general 
system of emotional and social supports* the results of considerable 
research have shown that social supports serve as a buffer against stress 
and are beneficial for health, and the absence of such supports has 
negative effects (64)* Increases In single-person households » in 
geographic mobility, and In household disruption have reduced the ready 
availability of social supports* It Is not clear that adequate 
seehanisms have been developed to substitute for family supports* Thm 
i^uestlon of how to develop social supports outside of the family and 
household Is an Important one to study since it Is more feasible to 
develop opportunities to Increase thu availability of social supports 
than to reduce stressful conditions (iS)* 

Another important relationship between family or h^jusehold and health 
develops from the role of the family In maintaining economic well-being* 
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Itost people derive their eeonomle trell-beiag through the femlly or 
houiehold in iihloh they llvep end thle le em isportent oonpoaent of 
health meiQteQemee elAee it Influeaeee eoceea to heelth oerei good 
nutrition 9 end the quell ty of the MvlroMienti for eumplep in terse of 
neighborhood end houelng* Aengee In femlly and heueehold etrueture 
Inflyenoe eoonoalo well-»belng moet clearly In the oeee of dlvoree* 
Follovlng dl'voroe the veet sajorlty of women p and aepeelally vomen with 
ohlldrerip eiEperlenee a deollne In their eoononlo vell-belng* There le a 
SO peroent redyotlon In average houeehold Inoone for voaen 35 yeere and 
older end a 38 peroent reduotlon for women under 35 • The greet Inoreaee 
in the number of women living In poverty hea been oheraoterleed as 
"f eslnlietlon of povertyt^ In 1982p of the 17pOOOpOOQ sver-eeperated or 
dlvoroed womenp only 15 peroent were awarded alimny (27) • 

The effeot of lower earninge of moat woaenp oombinea with a leek of child 
aupport to reinforce poverty* Iteny women are not awarded any child 
eupportp end of thoee who ere. lose then half receive the full amount 
awarded by the courte. 

fatterne of family formation including Mrriege and ehildbearlng alao 
affect health* While the veet majority of all people etlll ultimately 
marry p they ere doing eo leter In life* Between 1970 and 1982 p the 
percent of never-married women under age 34 doubled from 6 to 12 percent* 
Thle meane many more young adulta are single and the predomlnent pattern 
Is for them to live alone* Just as women and men are delaying entry Into 
marriage p many women ere aleo deleylng motherhood* For a minority of 
womenp deleylng motherhood say seen foregoing itp but there is asple 
evldenee to show thet sarriage and fasily continue to be highly valued* 
Despite declining family slsep sore wosen ere now experiencing parenthood 
than was true e generation ago* In 1986 p only 10 percent of the women 
aged 40 were childless « aa compared with 22 percent of the 40-year^lde 
In 1950* At the ease tlmep women are bearing fewer children* After a 
long<^ters hlatorlcal decline In fertility . birth ratea rose after World 
War Hp peaking at about 3*2 children for women born In the ISSOs (66)* 
Today p young women report their Intentions to have 2 or fewer ohlldrenp 
however p the pattern of delaying ehildbearlng sakea it questionable that 
they will echieve thle goali delayed childbeerlng le aesociated with 
Increased risk of ceeerean delivery p chroffiosomal abnonMlltlesp and other 
perinatal problems* It Is unclear the extent to whi the ability to 
conceive declines with agep but delaying sotherhood d^' allow mare tlse 
for a woman to develop health conditions that i contribute to 
obstetrical risk* These risks must be balanced ag, ist the social 
characteristies of older obetetrloal patients wlio tend to have higher 
educational levelep and Income both of which relate fsvorably to 
pregnancy outcome (67)* 

i^other social change has been the Increased likelihood of women becoming 
single parents* The birth rate for unaarrled women has risen steadily 
alnce the 1940e* nie sharp doimturn In the fertility rate of sar^ ^ 
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woman mesni that unsarvled aethen are Baking up aa Inefeaalni proportion 
of all Chose giving birth. Hhllt etit-of-wBdloek pregnaney among 
teanagers haa raeaivad tha moat attention, the prainancy rates for single 
women In their fiwentlea are higher, and those for previously narrled 
woaen are not Inslgnlf leant . Out-of-wedioek ehlldbearlng la Bore 
prevalent among Blaek woaen in whom ratea are four tlmea thoae of Whites 
(68). Today, 56 pereent of llaek babies are born to slngla women. 
Chlldbearlng out-e£-wedleek often Is aasoelated with fewer soeloeconomle 
resourees and with less adequate prenatal care, which eomblne to aean 
Inereased health risks for the Bother and the child. It la of note that 
for some mature woaen, including aome homosesual woman, ehlldbearlna 
out-of-wedlock Is a wall-thought-out choice. 

The considerable attention given sdolaseent ehlldbearlng In the 19708 has 
led to a better understanding of the conequences of early ehlldbearlng. 
As a group, young Bothers receive less adequate prenatal care, but 
prograBs which ensured a high level of care have shown that adolescents 
can have good pregnancy eutcoaes. Ihm extanaive probleas associated with 
early ehildbearlng are far more often aoelal, economic, and psychological 
Sn« physiological. Woaen under 20 not only bear in sore than 

500,000 babies each year, but also undergo more than 450,000 abortions. 
In recent years, the birth rate for all women under 20 has declined, but 
the rate for the younger teens has been slow to decline. Oirrently, the 
rate for very young teens is high relative to past U.S. or international 
eoaparlsons. Increasingly, teenage births are to unmarried teenagers 
^tsh^ Rasearch has docuaented the negative social offecfcs of early 
ehlldbearlng on these mothers and their children. 

The health effects of number, timing, and spacing of births are addressed 
In Chapter 2 of this report | hence, the dlseysslon here will focus on the 
influences of early ehlldbearlng on a woman's social and economic 
well-being. It is clear that an early first birth has a detrimental 
effect on a woman's education and subsequent earnlngB. Thm teen mother 
ff,.^ * subsequent fertility than does the woman who delays 
ehlldbearlng, and the combined effect of more dependents, fewer 
individual resources and undependable aupport from fathers of the 
children leads to higher welfare dependency for many. While teenage 
ehlldbearlng is a problem that is experienced across society, the rates 
of teen ehlldbearlng are significantly higher among Black women. 
Presently, 25 pereent of llaek births are to teenagers, twice the 
incidence observed in Whites. 

There is considerable research evidence on the effects of divorce. This 
research tends to address the relationship between divorce and subsequent 
mental or physical health probleBs, the availability and use of social 
supports, and reduced economic status. These factors appear to be 
Interrelated, although the exaet dimensions are not well understood. 

Morbidity and mortality rates for divorced adults tend to be higher than 
for persons In any other marital status. But differences in mortality 
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bttwaan the married and the wBTtimA ace markedly greater for men than 
for vQDen in all hut the oldest age groups (TO)* In some oases It 
appears that sarrlage is sore protaoclve of aental health for men than 
for women- Kever-marrlr J women have the lowest rates of depression and, 
lAen studies control for income , ndn*-married women have better mental 
health than oomparahle men (48) • The eiEperienoe of marital disruption 
does seem to have negative health eansequenees , particularly for men (70, 
71). 

It is difficult to measure the effects of divorce independent of economic 
factors (72) • Divorce has been a major determinent of the increase in 
the number of families headed by females^— families which are often in 
poverty. Despite a small increase In the miMber of men who obtain 
custody of minor children, or who share in their care, in most cases the 
mother is still the person responsible for the children following dlvoree* 

The effects of divorce on economic well-being and social supports are 
interrelated* Vhmn the father is paying child support he Is most likely 
to maintain eontact, a contact that appears beneficial to the child and 
also perhaps to the mother* Absence of willingness or ability to provide 
support appears to be related to a failure to maintain contact* While 
the causal relationship of these events Is not altogether clear » it la 
apparent that many mothers are without adequate social or economic 
support following divorce* Divorce is often disruptive not only to the 
relationship with the ex-spouse » but also with the extended familias and 
perhaps with friends and other social contacts as well* It la 
hypothesised that more women may be better able to cope psychologically 
than men following divorce because women are better able to generate 
social supports* 

Some have argued that women have more social aupporta than men because of 
greater aff Illative practices* Others believe that women have fewer 
social supports because of their greater longevity i greater likelihood of 
being widowed » lower remarriage rates after divorce* greater likelihood 
of being a single parent responsible for raising children i and generally 
lower economic status* Because so many studies have found that social 
bonds and supportive interactions are important to well-being » It is 
important to explore what constitutes social support and what aspects of 
these supports are vital to health. The role of social support In health 
maintenance has been recognined and included as one of the 1990 
Objectives for the Katlon In disease prevention and health promotion* 

Kany women nosf^ In their forties and fifties had children early in life* 
With a current life expectancy of 76 years, most of these women can 
expect to live about 46 years after the last child enters school* Indeed 
they will live almost half their adult lives after the last child has 
left home* While the popular literature has coined the phrase "the empty 
nest syndrome," research does not provide support for the idea that these 
years are psychologically difficult for women s rates of depression have 
been found to be higher for women between the ages of 25 and 44 who have 
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ohlidren In thm hratp sad lovsr foi' women over 44 whose ehlldrea have 
laft home* 

Wvoree Is, of eoyrse, aot the only factor In dlBruptlon of family and 
hoysehold. Hie hlghtr mortality ratee of men and the diaerepaney between 
agea of huabands and wives mean that many women spend a aignifieant 
portion of their lives as widows. Only 39 peroent of women are married 
at the age of 6S* Of the almost 10iOOO|000 older women without spousea, 
approximately 70 pereent Jive alone or with people unrelated to them. 
Elderly Blaok women are far more apt than White wemen to live with 
ehildren and/or grandehildren* Elderly women who live alone have a 
higher fraquenoy of health and nutritional problems and less aeaess to 
supportive servlees In the home. Not suprlslngly, health problems are 
more frequent among those elderly with low Ineome, and 52 peraent of 
elderiv white women and S4 pereest of elderly Hack women live at or near 
the poverty line* However i many widowed women do eope well with the loss 
©f a spouse and researoh shows that widowed men are at greater risk for 
negative health outeomes than are widowed women (71). 

In sussaryi It appears that the family or household In whieh one Is 
reared or has lived has important associations for health* These Inolude 
the loeatlon and alse of the household, marital staus» the age and timing 
of blrtha, and the eondltlona relating to the dlaaolutlon of marriage or 
household. Family and household are Important to health both beeause 
they .i^lp to ahape and maintain health praotlees and beeause the home 
oontlnues to be a major place for treating family members when they are 



Interaotions with the Health Care iystem 

Studies repeatedly have shown that women are more likely than men to 
report Illness symptoms and use health servlees. Wiat is not olear is 
whether these statistlea refleet real differences in functioning and 
morbidity or some eomblnation of gender differences in illness behavior^ 
dlfferenees in income and age structure , differences In access and 
barriers to care, and differences In the respective treatment the system 
provides to men and women C73p 74). 

Vmm of the aystn* Kumerous factors combine to determine how people 
Interact with the health care system. Sex differences in health and 
Illness behavior have been reviewed to assess their effects on health and 
illness (3p 60, 75*77). Gender role differences interact with other 
soclodemographic and economic factors to affect health care utilization. 
Low income and minority status are assdciated with increased use of 
services. Oironic Illness affects older people more often and older 
people report more symptoms and use mors services. bcreased reporting 
of symptoms and use of services thus is related both to women's 
disadvantaged economic status and to their increased longevity. 



45 



1-25 



Aeeesp to care is Influenced hy eedno&le status. Insurance , geographle 
loeatiQn, availability of services » transportationp and child care* 
Barriers to care Include geGgraphic and SQcial distance between elient 
and professional and bureaucratic response to patients. As the 
nale^^female gap in longevity and income continues to groWy it can be 
expected that the gap in nen-s use of services will continue to widen 
regardless of the other factors that influence such use* It iS| 
therefore I important to give increased attention to the ways that thi? 
structure p delivery » and financing of health care services affect vome^ 
and women's expectations of the health care system* Ihere is a need *%) 
understand hov biomedical and social factors interact to influence 
women's health and illness behavior and the consequences thereof* 



Attltu^^a tovards the treatMnt of wossn« Differences accorded men and 
women within the health care system have been eMmlned* Several studies 
have reported that women are treated with less respect, may be 
infantalized^ and receive poorer medical care (78-81). Nurses were found 
in two studies to treat male patients with more dignity and respect than 
female patients (82, 83). Some have argued that male physicians are not 
understanding of women's needs (84) # ^ere is evidence that physicians 
disproportionately prescribe psychotherapeutic medications for women as 
discussed in Chapter 4* Such research indicates that women may be more 
negatively treated by the health care system than men, but at least one 
study found that women patients often had a more positive impression of 
their doctors than did men (78)* It Is important to understand how 
provider-patient relationships are developed and what impact these 
relationships have on the behaviors of patients and medical outcomes* 

The popular literature, in general » and women's magazines « In particular^ 
have raised questions about the health care systemi the way In which 
services are organised , who delivers health care, the sensitivity of 
health care providers to women's needs, the need for a research base 
about such normal feisale conditions as the menstrual cycle and birth 
process I and such problems as osteoporosis and breast cancer* In recent 
years. Public Health Service supported research has become more 
responsive to these concerns « 

Mother concern that has been expressed Is that medical decision making, 
research, and service delivery are dominated by men while most patients 
are women. This ratio Is beginning to change* In 1982, only 14a8 
percent of the 486,000 physicians practicing In the United States were 
women* However, the percent of female students in the health professions 
has increased dramatically | in 1981-82, women comprised 27 percent of 
medical students, 14 percent of podiatry students, 19 percent of 
dentistry students, 23 percent of optometry, and 47 percent of pharmacy 
students* Women still constitute the overwhelming majority of other 
health providers and currently total 97 percent of practical and 
registered nurses, 86 percent of health aidas and 71 percent of health 
technicians * 
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Chenglng seelal attitudes toward women and their health have brought 
about the development of a womea's health movement that Ineludee lobbying 
organisations and eaueuses In eaeh of the professional health assocla* 
tioQSp alternative treatment services for women ^ and a health movement 
that streasei self-care and preventive health practices. Ihese activities 
continue to affect the traditional health system. 

ladlvlduml ruponslbillty for health care* The increasing interest in 
alternative forms of health services in the United States that stress 
Individual responsibility, particularly self-care, has been reinforced by 
recent national. State, and comunity level efforts to prevent disease 
and promote healthful lifestyle behavior. The 1990 Objectives for the 
Nation represent a national effort to Improve the health of all Amyrlcans. 
Specific objectives are defined which pertain to the health of women i 
high blood pressure control, family planning, pregnancy and Infant 
health, InmiunlEatlon, toxic agent cmtrol, sexually transmitted disease, 
occupational safety and health, smoUng and health, nutrition, misuse of 
alcohol and drugs, physical fitness and exercise, and control of stress 
and violent behavior. Measures to address these priority areas can be 
individual or coraunlty wide, ^tions to stop smoking, reduce misuse of 
alcohol and drugs, improve diet and nutrition, manage stress, exercise, 
adhere to medical regimftns, and appropriately use preventive health 
services can reduce the risk of illness and premature death* 

Individuals and organizations Involved in the women's health movement 
hav# undertaken a variety of activities in addition to the provision of 
services, to achieve their goals (85). Several national women's 
©rganlEatlons have served as health care advocates, initiating litigation 
©n women s health issues, such as prescription labellni of drugs, "DES 
daughters," and potentially hazardous contraceptUTe methods. Further, 
these organlEatlons have established monthly publications, clearing^ 
houses, and libraries for disseminating information pertinent to women's 
health. They have also conducted conferences and workshops to discuss 
current women's health issues. 

One of the more significant doctments resulting from the growing Interest 
in and awareness of women's health concerns during the early 1970s was 
Our Bodies, Our Selves," published by the Boston Women's Health Book 
Collective. This publication grew out of a group of women sharing their 
experiences about their interactions with the health care system. 
Although the group originally met with the Intent of developing a list of 
OB-CTN practitioners In the Boston area. Its members discovered that they 
had similar questions which had not been answered by the medical 
establishment and had experienced treatment they found to be Inadequate 
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or Insensitive- A eemon interest and support emerged from these 
diecussions and other similar events oceurrlng simultaneously throughQUt 
the eountiy. The result was a political eonsciousness on the part of 
particular groups of women, which placed pressure on the treatment 
lystems to he more responsive to the needs of woman. 

Even with the extensive health care system available in the United 
States 9 self'-eare is still very prevalent. A recent study of self^eare 
practices in the United States (86) found that 70 percent of the 
population who reported an illness had solicited health advice from other 
persons before contacting a doctor, end about 24 percent had utilised 
some type of non— prescribed home treatment , the most comonly 
over'-the^counter drugs. Such extensive use of self^care practices makes 
apparent the need for Increased health education efforts. 



SuH^ary and Conclusions 

In summary, more research Is needed to understand the reasons for women's 
greater use of health care services and to find ways to improve the 
responsiveness of the health care system to women's needs. Methods of 
reducing the economic, geographic, and cultural barriers to health care 
require both further research and further action. 

By 1990 many demographic and social trends will have had a predictable 
effect on the status of women in society and, consequently, on their 
health status and health service needs » It is important to take these 
trends into account In planning future publlcally and privately sponsored 
initiatives to Improve women's health. 

At the close of the decade, the proportion of the population over age 65 
will rise from 11 percent to 16 percent and those under age 23 will 
decrease from 21 percent to 16 percent. The post-World War II "baby boom 
generation" will be entering middle age In large ntmbers. 

niese demographic changes can be eKpected to bring about significant 
changes in social structure and conditions. With the decreasing number 
of adolescents and young adults, we can expect a decrease in the crime 
rate, particularly In the rate of violent street crime, and a decrease in 
teenage unemployment. Because of the disproprotionately large number of 
midlife people at the peak of their careers, there will be considerable 
blockage of occupational mobility, but a generally high Income level, 
particularly among two income families. As more women enter into and 
remain in the labor force, discrepancies between the sexes In earnings 
may diminish. It Is expected that labor market expansion will be 
greatest In "female" occupations, for example, the number of secretaries, 
sales clerks, food service workers, and health aides will be likely to 
increase. In addition, the home will increasingly serve as a place of 
employment . 
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The aging of the population will expand the need for health 
services, facilities, and workers. As aore woBen enter Into and coBplete 
professional training as physicians, psycholoiists , and pharmacists, 
major changes In the health care system can be expected. 

These demographic and social changes will alter the patterns of the 
health care needs of women. There will be Increased need for attention 
to health problems of midlife and older woaen. Including menopause 
osteoporosis, and the various cancers ■peelflc to women. Ihe smaller 
birth cohorts of children and young adults will change the proportion of 
the demand for health core services for the young. 

Fundamental to the achievement of Improved health for all women is the 
recognition that women's lives have changed dramatically in recent years 
and future changes are likely to be even greater. me three most 
Important social changes affecting women's health at the present time 
are: (a) the increasing numbers of women living In poverty (b) the 
unprecedented entry into the labor force of women. Including those with 
infants and young chlldreni and, (c) the continuing increase in longevity 
of women. The society as a whole must begin to take these changes Into 
account if programs and policies are not to be outmoded before they are 
implemented. 

Tlie nalntenance of health Is a social as well as an Individual 
responsibility. Every level of government, the private sector, and 
Individuals themselves must take an active part In creating and 
sustaining those conditions that promote public health. 

The relationship between poverty and 111 health cannot be Ignored. 
Similarly, the disproportionate number of women living In poverty calls 
for major societal attention. Currently many of the women living In 
poverty are poor primarily because they are the sole support of their 
children. 

In light of these factors, which affect women's health through means both 
direct and subtle, the subcoimntttee has reached several conclusions 
regarding areas for attention. W* endorse and fully support Federal 
legislation aimed at enforcing child support paynents awarded by the 
courts. In addition, we must underscore the Importance of efforts by 
Federal, State and local governments, as well as private citizens, to 
develop, monitor, and enforce regulations aimed at maintaining a healthy 
environment In the comunlty, the workplace, and the home. 

Many chronic Illnesses cannot be prevented, but they often can be treated 
so as to minimize their effects. The greater longevity of women 
contributes to their greater risk for chronic diseases. nils Issue 
should be a priority for the Public Health Service with regard to both 
research and service activities. 

Women should Increase efforts to become aware of environmental and 
behavioral risk factors as well as those that promote health and prevent 



illness* To this endi women should seek out opportunities to participate 
in thm personal and political proaesaes that bear m relationship to their 
health* Access to health services continues to be a problem for certain 
populations p particularly poor and geographically isolated women * 
Outreach efforts should be targeted to these women in order to increase 
their access to available health care* 

Training curricula for service providers * particularly physicians t 
administrators, and policy makers should be reviewed for their content 
ofp and sensitivity to. Issues related to the health needs of women and 
modified on the basis of problems identified* Particular attention 
should be paid to training in the areas associated with the provision of 
services to the population of aging women* 

Despite recent advances women are still underrepresented in key decision 
making positions in the health professions* Barriers preventing women 
from becoming managers, consultants » planners, and providers of health 
administration p education , service delivery , and research should be 
eliminated* 

Organizations interested in women's health and well-being should: (a) 
make deliberate efforts to be informed on legislative, policy and service 
issues that affect women's health, (b) promote information exchange and 
public education on health matters, and (c) be advocates for 
orf]^ani national and public policy change needed to improve and promote 
health conditions for women. 

It is important to Identify opportunities to further the objectives of 
health education and health promotion* To this end, a network of 
professional and lay persons including government and nongovernment 
representatives should be developed to review information on the social 
factors that affect women's health* These issues can form the framework 
for additional efforts with a work group of key individuals In the 
television, film, publishing, and advertising fields to disseminate 
health information relevant to women* Further, such a work group can 
also examine and evaluate the effects of media images on health and, 
where necessary, change those images* balth education and promotion 
materials, including curricula for health professionals and the public, 
should be developed to disseminate research InforBatlon on prevention. 
These materials should emphasize the importance of maintaining a 
healthful lifestyle through education about risk factors, the development 
of behavioral interventions, and Identification of the basic and 
necessary preventive health services appropriate to women of all ethnic, 
racial and age groups. 

Many methodological and data Issues limit our understanding of women's 
health needs, status, and services available to them* Longitudinal 
research should be initiated to assess how behavior and social factors 
interacting with biological factors affect women's health over the life 
course* Existing data sources should be reviewed for their ability to 
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provide information that Is sax and age specif ic by race and ethnlelty, 
and new studies planned should , whenever feasible, oversample BlaGks, 
Hlspanlcsp Asians, and Amerlean Indians to provide sufflelent numbers for 
a«lysls. Additional age eategorlea should be added to data collection 
efforts for the older age groups. Current data may have limited useful* 
ness rten all those over age 65 are grouped together. In additloni 
analyses of data collected In State and Federally supported surveys 
should present the demographic characteristics of the population In 
tables showing age, sex and race across Income groups to enhance 
utillEatlon of the data by policy makers. 

^search is needed as to how the links between poverty , poor housing, 
nutrition. Inadequate access to preventive care, and treatment may differ 
by gender. The rapid increase In labor force participation of large 
numbers of women points to the need for reBsarch in many areas of women's 
employment. Health hazards In the work environment should be studied 
with the aim of reducing the hazards rather than prohibiting the employ- 
Bent of women In these occupations. Of particular need are studies of 
women related to the health effects of being in occupations traditionally 
reserved for men, such as blue collar work and management positions - 
lesearch should be expanded on health conditions in occupations that are 
predominantly female such as clerical workers and nurses. The home 
should be Included as a worksite In which research Is conducted. 

Research efforts should be expanded on how cultural expectations and 
practices affect the development and maintenance of beliefs, values, and 
practices that have consequences for health throughout the life course, 
included in this area are studies designed to elucidate those cultural 
conditions and socialization practices that affect self-concept and sex 
typed behaviors relating to diet, exercise, and other health and mental 
health related behaviors. In this rigard the importance of studies which 
can enhance our ability to understand and prevent violence, including 
family violence and sexual assualt, should not be overlooked. 

Finally, to understand gender-related differences in health status and 
utilization of services, It Is Important to examine how women, vls-a-vls 
men, perceive and respond to health symptoms and chronic Illnesses on a 
dally basis. It is increasingly Important for us to examine the develop- 
ment, maintenance, and modification of women's health attitudes and 
behaviors through appropriate research initiatives. Combined survey and 
observational studies are needed to investigate the relationship and 
interactions between women and various kinds of health care practitioners 
and institutions as these affect gender-related health and well-being. 

These activities suggested by these ©bservations and conclusions are 
applicable to the Public Health Service, as well as other agencies of the 
Federal government. State and local governments, the academic and 
research eomaunitles, and all manner of public and private enterprise 
concerned with the health of women. 
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Anang^g for Obild Carsi Imj^ioations for the Well- Being 
^ Emplcymd MoOiars ^od Ibeuf Children 



Introduotion 

Iceiiomlsti have paid considerable attention to the 
Job-aeaifeh proeese hut have negleeted the ehild-caife 
seareh proeeag which is an intagral part of the Job 
search for mothers with young children (1)* 



Thm employed mothers* need for adequate and affordable child care has 
implications that extend well beyond the economic sphere. Ihere is 
evidence from national data that the search for child care in the United 
States is frequently difficult- Further, there are indications that even 
employed mothers who have the optimal set of choices regarding child care 
often experience a sense of uncertainty , conflict, and discomfort after 
they have made arrangements for substitute care. The chlld-^care search 
has ramifications, not Just for mothers* employment possibilities, but 
also for their own well--belng and that of their children* 

in this paper we Willi (a) present an overview of child care arrange^ 
ments made In the United States for preschool children, (b) smEEmarlEe the 
evidence of difficulty in making such arrangements, (c) indicate that 
problems in arranging for child care extend to school-age children as 
well as preschoolers, (d) present data from a recent study of middle 
class mothers' subjective eKperience of leaving their Infants in substi* 
tute care, and finally, (e) consider the Implications of these findings 
for the well-^being of employed mothers and their children* 

Overview of ehlid eara arrugnemts aade for preschool children In the 
United States. The labor force participation of women with preschool^ 
age children has steadily increased in recent years. In June 1982, 48 
percent of women 18 to 44 years of age with children under 5 were 
employed, compared with 41 percent only five years earlier (2). 

Wiile the nationally representative Current Population Surveys from June, 
1977 and June, 1982, show a continuing trend toward the employment of 
mothers of preschool children, the picture for child care arrangements 
made for these children has been quite stable over this period* A 
consistent finding for both years Is that most care given to preschool^ 
age children of employed mothers is informally arranged and home based. 
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In 1982 p eanter-based group eare was reported to be the prlnelpal type ©f 
ehlld eare used by only 15 pereent of employed mothers » 18 to 44 years 
oldp for their youngest ehlld under 5» a slight Inftrease from 13 percent 
in 1977* In 1982, 31 percent of these employed mothers reported that 
their youngest child under 5 was eared for In the child's own home 
(compared with 32 percent In 1977), and in 1982 as in 1977, 40 percent of 
the mothers reported care In anotlier hone as the principal form of eare* 
In 1982, a surprisingly high proi^rtlon of mothers, 9 percent, reported 
caring for their preschool children while employed, compared to 11 percent 
in 1977. If center^based group care was reportedly by a small percentage 
of mothers in 1982, the much discussed *on-^slte day eare center" was 
reported by an even smaller group. Only 0.7 percent indicated that they 
used a center at their work places 

Relatives were listed as an important source of child care in both study 
years. In 1982, 14 percent of employed mothers reported that fathers 
were the principal caregiver | 11 percent listed another relative of the 
child's home; and 18 percent utillied a relative in a home other than the 
child's* Thm parallel fibres In 1977 were 14 percent (father as 
principal caregiver), 12 percent (other relative in child's home), and 18 
percent (other relative In home other than child's), Ihus, by far the 
most frequent form of care in recent years has been, and remains, care in 
the child's or another's home, and the father, or another relative of the 
child, is frequently the principal caregiver* 

One of the striking implications of this child care profile Is that we 
know the most about some of the least used forms of child care (3), 
Research into the effects of substitute care on young children has 
focused largely on center-b^sed day care, and only more recently expanded 
to include family day care (i*e, home-based group care), A further bias 
in the research on center-based day care is that it has disproportionately 
assessed the effects of university-based moJel programs (4), Almost 
nothing is known about the nature of care provided by fathers and other 
relatives. Clearly, there is a need for the demographic data to direct 
research priorities* 

Indleations of difficulty^ In arnnglng for child care for preschoolara , 
The predominance of Informal care, with fathers and other relatives as a 
high proportion of the caregivers, carries the Important advantages of 
familiarity of caregiver and/or homlness of setting. However, there are 
a number of reasons to question the assTOption that Informal, home-based 
care Is invariably optiul. 

In discussing the ^rrent Population Survey findings, for enmple, 
O'Connell and Rogers (2) observed that the fathers reported to be the 
principal caregiver, 24 percent were unemployed and looking for work* 
When only women employed full time were considered, 34 percent of the 
fathers serving as principal caregivers for their preschool children were 
unemployed and seeking employment* "TOe fact that such a large percentage 
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of fathers ware actively looking for work Implies that paternal child 
care services p although Iwportant, can at best be considered only a 
traiisltory type of arrangement" (2), 

Fresaer and toln (3) estimate that in 1980, one-tenth of full-time 
dural-earner couples from nonfarm households and with children ^had no 
hours of overlap whatsoever in their hours of emplo^ent" and an 
additional 6 percent had only one or two hours of overlap. aus, 
fihift-work, %i±th mothers and fathers dovetailing schedules ^ is also 
likely to be involved when the father is the primary caregiver. Fresser 
and Cain observa that little is knowa about the quality of care in 
shift-work households, or about the effects of shift work on the marital 
relationship p or on the individual parent* i^ecdotal reports raise the 
possibility of substantial stress to both parents under these 
circumstances and open questions about the nature of child care given by 
either parent i 

To decrease the expenses for child care, I work a p*m* 
shift and my husband works a day shift. 1 drop the 
children off at 2i30 p.m. and he picks them up at Si 30 
p.m. 1 am half asleep when he leaves before 7iOO a.m. 
and he is asleep when I return a little past midnight* 
This is a terrible way to livep but we cannot afford 
to spend 1400 per month for child care (6). 

The predominance of informal arrangements also indicates that the majority 
of preschool children are cared for in unlicensed ^ unsupervised settings* 
Ruopp and Travers (7) estimate that including both day-care centers and 
family day-care homes » only 17 percent of ©ut-of-home care for children 
in care 10 or more hours a week, is licensed. Wille licensing cannot 
ensure the provision of quality care (and there is evidence of a substan- 
tial range in quality among licensed day care centers), it can regulate 
the number of children in a group, the safety features of a care environ-^ 
metit,. and provide some system of accountability. While licensed care- 
givers tend to view themselves as educators , unlicensed caregivers are 
more likely to see themselves as babysitters and to have no specialized 
training In child care. There is a good evidence that training relevant 
to child care is an important predictor of the child's daily experiences 
and development in substitute care environment (8). 

The pool of potential caregivers, both relatives and nonrelatlves, 
available for informal, home-based care, has been diminishing. mille 
home-based care was stable between 1977 and 1982, comparison data from 
1965 (9) Indicates a substantial decline from the 1960s to the 1970s in 
care provided in the child's own home. Care by both relatives and 
nonrelatlves in the child's own home had declined in this period, but the 
decrease In care by nonrelatlves was particularly large* ^^e 'next-door 
neighbor' of the 1950s who My have been available for child care 
services is very likely to be out working herself in the 1980s** (9). 
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Hofferth (10) observes that relatives who might care for presehoolors are 
now less likely to live In multlgeneratlonal houeeholds or In proximity 
and are themselves also more likely to be employed. 

A number of problems face the employed mother In arranging for child care 
for her preschool-age children. The pool of relatives and nonrelatives 
available to provide home-based care appears to be diminishing; concerns 
about cost appear to be an important factor constraining choice of child 
care arrangements madei multiple arrangements are necessary for a substan- 
tial minority of employed mothers | and caregiver arrangements « perhaps 
because they are so often Informal in nature , appear to come undone with 
some frequency, ieemlngly optimal arrangements, like care by the father 
in the mother's absence » can occur under circumstances like paternal 
unemployment or shift work that involve stress for both parents « The 
difficulty in finding affordable care for preschoolers is clearly 
reflected In the report that approximately one In four mothers who are 
not currently In the labor force report that they would be looking for 
work If child care were available at reasonable cost. 

Child care arrangaents far 8chool*age ehlldren, la 1984, 65 percent 
of married women from intact families with children between 6 and 17 
years old were In the labor force (11). TtiB assumption Is often made 
that once children enter school there Is no longer a need to arrange for 
substitute care* In fact school hours do not account for all the hours a 
mother employed full time must be away, and the supervision of school-age 
children after school, during school vacations, and whan ill is a major 
issue for employed mothers. Few organised programs e^lst for af tar- 
school care, and there has be^n much discussion of the need to expand the 
child care options for school-age children (12, 13). At present, the 
lack of child care is estimated to be most acuta for school-age children 
and Infants (14). 

!Ehere is little reliable data at the national level about school-age 
children In self -care after school hours. Thm Current Population Survey, 
working with the Census Bureau, is now attempting to address this Issue, 
foisting approximations of the number of children in self -car a vary 
substantially, but all place the number In the millions i 

-*.it has been astimatad that two to five million 
children 6 to 13 years of age and 8 to 10 million 
children younger than 18 can be regarded as latchkey 
children (12a). 

There Is evidence that self-care raises serious concerns for both parents 
and children* While some self-care may be seen as providing 
opportunities for self-reliance and the assumption of responsibility by 
children, it has been argued that frequent self-care amounts to premature 
independence and puts the child In a position of "feeling naglectad. In 
danger, or Isolated** (12b). 
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Long and Long (IS) studied S3 latchkey children and 32 control children 
In a blaek paroehial aehoole They found that one^thlrd of the latchkey 
children remained In self^aare even when they vere 8lck« that the latch* 
key children were more likely to be highly fearful , to have nightmares 
and to watch more hours of television on a dally basis than supervised 
children. In a recent Senate testimony, T» J* Long (16) reported that 
foroer latchkey children Interviewed as adults often felt that this 
eKperlence had had long-lasting effects p "^Including fears that continued 
Into adulthood and and a sense of social Ineptitude that resulted from 
having fewer opportunities for social Interaction as children." 

There are also concerns about the physical safety of children In self- 
care and about their ability to handle emergencies (12)* Long and Long 
(15) found latchkey children to be Insuf flclenr'* . prepared to handle 
emergencies while home alone. 

ConcernB about subBtitute care Mpressed by esployed ■others* Up to 
this point we have presented evidence of difficulties that employed 
iQothers face when they need to arrange for child care for their 
preschool*-age and school-age children* How do employed mothers feel 
about their child care arrangements once they are made? Do they 
generally feel comfortable and unconfllcted or do they have ongoing 
concerns? 

Mothers* satisfaction with substitute care Is another Issue of Importance 
that has not J as yet^ been addressed In quantitative data at a national 
level* We do not knoW| for e%amplej irtiether employed mothers are In fact 
more satisfied with Informal than with center-based care arrangements or 
what proportion of mothers have serious questions about the quality of 
their child care arrangements* Evidence from smaller-scale Investigations 
Indicates, however, that for many employed mothers* concerns about child 
care persist* One such survey suraarlsed mothers* conaerns about 
sutstltute care as follows i 

When asked if they are 'satisfied* with their child 
care arrangements , most working mothers reply that 
they are* Itore probing questlonp however, frequently 
turn up serious problems, complaints p and anxieties. 
Some mothers are concerned about abuse and neglect of 
their children especially by babysitters or day care 
homes. .* .There are many complaints about the high cost 
of day care, about the difficulty of making satisfac- 
tory arrangements for children under three years old, 
about the problem of transporting children to distant 
locations for care... about the Inflesclble hours of day 
care centers and homes and the refusal of many of of 
them to take care of even mildly 111 children (17). 
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Research In prograss at tha Qilld and Family Researeh Seetionp LaboratoFy 
of CompaFative Ethology of the National Institute of Qiild Health and 
Btiman Development » has attempted to assess the coneerns of employed 
motheFS about the substitute eare they had aFranged for thelF flFst--born 
infants in the flFst year of life- In the context of the study, inter^ 
views were earried out with 70 employed mothers focusing on their 
subjective sense of comfort with their care arrangements* It should be 
noted that this was a middle^class sample of married , well-educated 
women, toany of whom had deferred the birth of their first child until 
their late twenties or early thirties* ^ sucht this group of women can 
be presumed to have had a relatively optimal set of choices In seeking 
child care* Nevertheless , substantial numbers indicated uncertainty and 
discomfort about leaving their babies in substitute care* nie responses 
of the mothers pertain to all the different arrangements they made for 
care and not just for employment , but it can be seen that leaving a baby 
in the care of another is an ongoing issue for these mothers* 

In this alddle^class sample, a fairly high proportion of mothers reported 
feelings of discomfort upon leaving their babies and uncertainty about 
the issue of separations and substitute care* It is to be hoped that 
future work will address the ongoing concerns regarding substitute care 
of mothers of older children, and of mothers in less optimal socio- 
economic circumstances* Our work suggests that completing the logistics 
of arranging for child care does not signify the end of concerns about 
child care* 

bplle«tlons# Maternal emplo^ent is a necessity rather than a matter 
of choice when two incomes are required for families to remain above the 
poverty line or move into the middle class, and as increasing numbers of 
women head single parent households » It is the employed mother who most 
often shoulders the responsibility for finding and maintaining child 
care* It is usually she who feels the sense of responsibility when her 
child returns from school to an empty apartment or house* 

Is there any evidence that difficulty in making substitute care 
arrangements or concerns about the quality of ca^e have implications for 
the wellbeing ©f mothers or children? The one aspect of this issue that 
has been extensively assessed In research Is that of the implications of 
low quality day care for children's development (8, 18)* ipeclflc 
aspects of day care envirotuaents are predictive of child outcomes* Thus 
for example, McCartney et* al* (19) found that even when children 
attended day care centers with good facilities, if rates of adult-child 
verbal interaction were low, the children were reported by their 
caregivers to be more anxious, hyperactive, and aggressive* We have 
already summarised evidence that other aspects of child care, for example 
a frequent change in caregivers, have implications for children's 
development * 



1-37 



"5 



58 



To eur knovledga, ther* is only a single study afetempClng to dooiment the 
impllQatiQfis for sothere of conssrns about substitute eare* ibrrsll acd 
Ridley (20) found that a sother's satigf action vith her ehild's substitute 
cmwrn was positively and significantly related with her vork satlsfaetlona 
Forty-^flve percent of the employed Bothers in this study reported that 
'"they worried less about leaving their ohildren when they were satisfied 
with their substitute ohlld care'' (20). 

The findings give a number of Indioations that locating and maintaining 
ehlld eare oan be a souroe of stress. Stress say oooury for e^mplep 
wheni 

• a mother eKperienoes anKlety about preoarlous multiple 
arrangeDents , or the transport of her child between 
dally care settings! 

• a mother and her husband doing shift work are 
exhausted by a double employment and child care load| 

• a mother repeatedly finds her child crying or 
apathetic and listless when picking him or her up 
after work| 

• a mother must settle for a care arrangement she feels 
is not optimal because there are no other options or 
she cannot afford better carei 

• a mother knows that at 3i30 her child has returned 
home to an empty house; 

• a substitute caregiver Is 111 and the mothar cannot 
miss work I 

m a child Is ill and ti^_ lay care center will not permit 
even a mildly 111 ch^^^ ^o be present ^ and 

m a mother feels ongoing uncertainty about leaving her 
child at allp given other conflicting messages of our 
culture (that employment is respected and confers 
status I but that a mother should be at home with her 
children) » 

Summarsr and Ccmdusion 

As noted in the opening quotation p the implications for women In providing 
good child care have not been the subject of adequate research. Boweveri 
evidence eitists Indicating that (1) child care is often difficult to find 
and that mothers frequently have ongoing concerns about child carei 
(2) that satisfaction with substitute care is related to Job satlsfactloni 
and (3) that Job stress surrounding child care is a factor in women's 
psychological and physical well-being. It is recommended that this 
neglected aspect of employed women's experiences will receive more 
attention in future research. 
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Women's Fbysioal Health and Weil-Beii^ 



Introduoiion 

Host health pTohlmmB Affeet iadlvlduale vltheut regard to sex. When sex 
dlffereiises in disease Ineldenee do oecuri It is usually the male who is 
adversely affeeted. However t despite this fact, and the fact that life 
expeetaney for women Is slgnlf loantly longer^ reported morhldlty rates 
are higher among women, and their are a number of health eondltlons that 
are either unique to vomen, significantly more prevalent or serious in 
women, or require special strategies for prevention and intervention in 
women* fhls ohapter addresses those oonditions» 

In a number of areas, women's health and well-being have markedly 
improved in recent years due, in large part, to efforts of the Public 
Health Service (PES)* 

• Much progress has bean made In the diagnosis and treat*- 
ment of breast cancer and In breast reconstruction 
after surgery t 

a The problem of infertility is yielding to advances In 
diagnosis and treatm^mt * These advances Include 
hormonal treatments to Induce ovalatlon or spermato'^ 
genesis, microsurgical techniques to reopen blocked 
oviducts, and in vitro fertilisation* 

m The use of increasingly sophisticated antenatal 
diagnostic techniques, coupled with the development of 
a range of contraceptive agents, enables women to 
exercise greater control over their reproductive 
functions « 

• A dramatic decrease has been effected In maternal 
mortality associated with chlldbearlng and in infant 
mortality and morbidity* 

• Haternal mortality has declined due to better manage^ 
ment of medical problems such as hypertension and 
diabetes In pregnancy, better control of bleeding and 
infection after delivery, and marked reduction In the 
complications of early termination of pregnancy* 
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m Infant mortality hae danllned in asgoclatlon wtth 
Impreved medleal monitoring of pregnaneFt labor, efii 
delivery I inproved nasagasent ©f conditions In ttie 
Bother that are llfe-threatening to her hmhfi aarlc^dly 
Improved technology , medleatlon » and nutrl tlo^jl 
support for the nevborn Infant, espeelally the ptr 
mature Infant | and speolflc treatment advanoea sueh ji 
uae of RH Imune globulin (Uiogam} whioh safegumt'dl 
future Infante of Ih negative women # 

a Advanees have been made in the understanding, prev^*" 
tlon, and treatment of osteoporosis p a chronle dlaa^si 
of older people, partioularly women. 

The disorders of women to be highlighted In this chapter i^ilati directly 
to the Department of Health and Human iervlces (Dms) heal tli goals for 
1990 as delineated in the 1979 Surgeon teneral's Saport m Haalth 
Promotion and Disease Freventlon, entitled •'Healthy feopl%«' Without 
necessarily Implying prlorltlag, the problems t© be addresg^d hara will 
speak to the nature and extent of any given condltioni its l^portsnce as 
a health Issue for WOTeni FHS activities In these areas i vftit further 
efforts are needed in terms of research and service programs ©f thi FHS| 
what otlier governmental agencies and private organizations ean do| and 
what women can do for themselves. 



Cancer in Women 

tancer is the second most comon cause of death in toerlcaii sofflen In 
general and the leading cause of death among women aged 3H4i The 
largest number of cancer deaths In women have resulted fioa breast 
cancer, followed by cancer of the lung, colon and ractun, ovary, and 
uterus. At present, cancer of the lung is rapidly over taklmg cancer of 
the breast as the leading cause of cancer death in women (1), 



Breast cancer. One in 11 women develops cancer of the bra%gt at some 
time during her lifespan, and an estimated 37,000 toerlcan vo^anwlll die 
(Val, or died) from It In 1984. The mortality rata for breagt cinair has 
remained stable over tlmai in 1969, the rate was 26.4 per lOOJOOwomeni 
in 1980, it was 26.0- ' 

New approaches to the treatment of breast cancer and advanced tichalquea 
In breast reconstruction have ude the consequences of chefipy less 
disfiguring than heretofore^ FrlMry treatment with radlatloa thirapy la 
a promising technique for women who have early-stage breast wncir* In 
such treatment, only the lesion, a surrounding margin of bya^it tlisue, 
and underarm l^ph nodes are removed before radiation treatflMt btslns. 
Clinical trials conducted by the ^tlonal Cancer Institute <NC3) are now 
comparing radiation therapy's effectiveness with traditional lurglcal 
approaches, and preliminary results are encouraging. 
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otheif raeenc HCI projeets are Imprevlng the outlook for women with 
breast eaticer» One iillQieal trial has shown that there Is a longer 
dlaease'^free interval and improved survival rate for women receiving 
ehesotharapy following masteetomy. The development of side ef feets was 
reduced when it was deaonstrated that a 6-month chemotherapeutlc regimen 
gave the same benefits formerly espeeted from treatment for a year. 

The other projeet eoneerns development of monoelonal antibodies as a tool 
to diagnose several forms of human breast eaneer* ^e use of these 
antibodies may provide a sensitive system for deteetlng very early 
disease I thus peraitting treatment when only a relatively few eaneer 
eells are present. The radioaetively labelled antibodies ean also 
successfully detect cancer cells in lymph nodes removed at mastectomy. 
MthQugh th:" J technique Is still in the experimental stage » it should 
lead to baiter differential diagnoses of the various types of breast 
cancer » and to improved selection of the best course of treatment (2). 



Lung cancer* It is now estimated that lung cancer will surpass breast 
cancer as the leading cause of cancer deaths in U.S- women by the 
mid»1980's* Lung cancer deaths In women have risen 600 percent in the 
past 30 years t sn increase that Is probably attlbutable to Increased 
cigarette smoking by women. As a prevention effort, NCI and the Office 
on Smoking and Health are supporting a project to identify strategies to 
discourage teenage women from starting to smoke (1) * 



bdoMtrlal eancer* Endometrial (uterine corpus) cancer Is the third 
most common cause in women In the U.S* It Is the fifth highest cause of 
cancer death and comprises about 9 percent of all cancers In women « It 
is easily detected and the S^ear survival rate is 87 percent for Whites 
and 54 percent for Blacks » It Is probable that this differential 
mortality is due to later detection of the disease in Black women. The 
most comon sign of endometrial cancer is unexpected bleeding- It Is 
asswed that diet and life style contribute to the disease « A recent 
study by the Centers for Disease Control (CDC) found that the use of 
birth control pills by women reduced the risk of endometrial cancer (3). 



Ovarian e«ncer» Ovarian cancer is the fourth most common cause of 
cancer death in American women ^ Some 18 » 000 women developed the 
malignancy and more than 11^000 died from It in 1983. Ovarian cancer has 
a S^year survival rate of 34 percent for White and 35 percent for Black 
women. 

Research conducted by the KCl demonstrates that women who have been 
pregnant are half as likely to develop ovarian cancer than nulll-parlous 
womeni raultlparity protects them even more. Use of birth control pills p 
which create a hononal balance similar to that found in pregnancyi 
reduced the risk of ovarian cancer by 10 to 50 percent. There appears to 
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be some relationship between the developinent of breast and ovflcrlan 
cancer. Women who have had breast cancer have twlci the expected of 
developing ovarian cancer. Similarly, women who haVi ovarian cancer mvm 
three to four tines more likely to develop breast cancer, tophasls totjst 
be placed on research In this area (4). 



Cervical cancer. Cervical cancer has been, and contlituas to "bm, 
studied extensively but no primary cause has yet been found. NCI =^ow 
conducting a case control study of 2,000 wonen across the Natio* to 
Improve knowledge and understandlni of the causes of catvlcal cancer. in 
1973, the 5-year survival rate for women dlagnoBed ae having cetvl-cal 
cancer was 66 percent for Whites and 61 percent for Blacks. ^ts 
Incidence and mortality In the U.S. have been declining for the p»st 
three decades In both Black and White women. HoveVef, cervical cancer In 
Black women still occurs more than twice as often as In White women snd 
the mortality rate In Blacks likewise Is more than twice as high as'tfcat 
of White women. 

Two major risk factors for cervical cancer are multiple sex partners «nd 
early age at first Intercourse. Frequency of Intircourse with one 
partner does not appear to Influence risk. Neither does the clrcuBCiEaLon 
status of the man. Fortunately, early detection of cervical cancer ±s 
readily available with a "Pap smear" (5), 

For cancer of the breast, lung, and other sites, NCI iponsors projects on 
detection, diagnosis, treatment, rehabilitation, «nd prevention. StudC-es 
are underway that are examining both familial and environmental factec-s 
as most cancers are thought to be caused by some combination of the tvp.^ * 

Among the environmental factors known to Inereasft the risk of developl ng 
cancer are radiation, cigarette smoking, alcohol coniumptlon, and oth_er 
dietary habits, as well as the use of high dosei of drugs such -^s 
estrogens, or exposure to dlethylstllbestrol during prignancy. EstrogB 
used to prevent or arrest osteoporosis in postmeoopausal women. Bay "^e 
associated with a slightly increased risk of endoietrlal cancer. A 
National Institutes of Health (NIH) panel of expert i recently discussed 
the pros and cons of estrogen replacement therapy for those at risk «3f 
osteoporosis and concluded that, in general, thi consequences mof 
osteoporosis are far more serious than the risks of andometrlal cancer. 
Most studies do not llnV estrogen to Increased risk of breast canCsr 
although caution Is still needed in this regard. 

Since exposure to man environmental carcinogens Is avoidable Hd 
launched a major public education program In 1984 to iike the public *»d 
health professionals aware of steps they can take to prevent csnce& . 
Most Important are breast self-examination, regular pilvlc examlnatlc^ 
and regular "Pap smears." In addition to research to Idantlfy the caus&s 
and more effective treatments for cancer, efforts are needed to tmpto^m 



II - A 



63 



early d#^^aetl©fi and make the best treatments available to the entire 
populfltio^^ to overeome the unfortunate differential in cancer mortality 
hmwrnen B^3.sek and White women (6). 



ReprodU gt^Jon 

Eeguldtin^^ reproductive fuBctions* Women today have far more control 
over th^ timing of chlldbearlng than at any other time In history. The 
freedoft b:^*rought about by the wide range of effeetive contraceptlvee has 
enabled w^r^aen to pursue education and careere without Interruption p and 
to start ^Samlllee when they choose. 

In the (Jrtolted States today^ 29^000,000 women use some fora of contra^ 
ceptlon^ However, because no contraceptive is totally effeetive, 

conveniei^t^, reversible, and without side effects, the National Institute 
of Child Health and Bwan Development (NIGHD) evaluates the safety and 
efficacy of all contraeeptives , including "the pill," Interuterine 
devicei I spennicldes, barrier devices (the diaphragm, sponge, and 
cervical cap), and sterilization. HIGHD also supports the world's 
largest ^^^search effort to develop new contraceptives for both women and 
men. WhiJM^m these studies are particularly Important In regard to women's 
health* TThey include Investigations Into brain hormones that control 
ovaiatlf^i? and spermatogenesis, biodegradable Implants of contraceptive 
hormonea^ and disposable dlaphra^s. 

Oral cotitr r^aceptlves, the most widely used form of reversible birth 
confroli fctoave been studied intensively. Thm results of this research 
have halp^sd to define the groups of women using the pill who are most 

likely t^^^ have a serious pill complication, such as heart attack or 

stroke i ^Oiese groups Include women in their mld--thlrtles or older who 
are h^^v]^' smokers, and those with any other risk factors for 
cardlovagc^z^tilar dl sease, such as obesity or hypertension or both. ^he 
oral cOnt^Kaceptlves most widely used during the sixties through the 
mid^sev^jiti les Increase the risk for women of developing a liver timor 
called b^P^atocellular adenoma. The actual number of women affected was 
very sMll • Since the increased risk was directly related to dosage, the 
current pl^^l is believed to be associated with even less risk. Ancillary 
benefits f pill use such as protection from pelvic inflamatory diseases 
and froQi ^endometrial and ovarian cancer have also been described . Work 
is undati/a; y to escplore what effects, if any, the use of the pill has on 
the dev^lo^pment or prevention of osteoporosis (7). 



Disordari e£ the ^productive Tracts Symptoms related to the repro- 
ductive tr^^ct account for over 30,000,000 visits to physicians by women 
each ya^ir* * ^ese symptoms vary from discomfort to those related to 
serious d^^sease* nius, pelvic Inflammatory disease can lead to 
infertility^, ectopic pregnancy, and sometimes death. Menstrual disorders 
may caua^ discomfort, lost time from work, and disrupted schedules* 
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Despite m^m^ Ifleresilog knowledge about tlie female reproductive system, 
MAny questl^zii rem&lo CO be answered a^out both normal asd abnormal 
proeesses • 

Woman who m^tgimt a^xualL^ transmitted dJL saase (STDs) are more adversely 
affeotad both in the shot ^ and long term than are men- For example, a 
^oman genersLlM^veloPe m lore severe casa of genital herpes initially^ 
and women h«Vliis iettltal faefpes run a fourfold greater risk of eervleal 
eamcer than mmn who bawe not eontraot^d herpes « Between 10 and 20 
peroecit ©t wiin who ^o^^traet gonorrhma develop pelvic Inflamatory 
diaeaaei and 15 to 20 pte«eiit of these vomen beeome infertile due to 
aoarrtng and lubsaquent bloeklng of the f mllopian tubes- In the United 
Statea, four toflva pitotrnt of the sexuaL^y active women carry Oilamydia 
trachOBatis wiinlsffls ttt the cervix* ^»egnant women with he^ea ^ 
ehlamydlal IriJiCtions ot ^thir STDs Incur the additional risk of paaalng 
the disease to their olespring* 

Eeaeareh ap^njorsd by tbt Kational Instlfcvta of Allergy and Infectious 
Dlseasea (KIA30) includes efforts to understand the basic nature of STDi, 
and work to ifvel&p new techniques for dLAgnoals and treatment. In the 
area of ptev^iition, pfotftalni results timj^m come from the attempts to 
develop vanelsii igalngt h«rpis and cyton^salovlruse Research funded by 
the NICHO hsft jeiOnstrat#C that oral cost ^acept Ives and barrier devices 
apparently provide prota^tlon against fc^a contraction of STDs, and 
current studl^i ire ev%lu«ting the prot^«tive effects of spermicides- 
Other NICHB resiirch aeekfl to define the ^^fects on the ft^tus of certain 
STDs during ptignsacy* 

TokIc shock a^droae {IBs) affects between 3 and 14 out of every 100»000 
senstruating mm mm^h ytirp although Its Incidence seems to be 
decreasing- Irivintlva fe^asuras were ^^ken by the Food and Drug 
Admlfilatratlo^ (FDA) in 1932 * when tampon manufacturers were required to 
alert women aloyt Tii through the labelltmg of tampon boxes « Consumer 
Interaat in rSiriBalns Wfcli, and research continues at the CDC Into the 
causes of TsS* 

Because knowl^die of the liormonal contr<^3, of the female reproductive 
system has gf otJii ripldly la^ raeent years ^ fr^ysiclans can now characterize 
menstrual abn^tBalitles i^th Increasing specificity- Stilly the under- 
lying mechanical for soff^ disturbances in owArlan function remain unclear « 

Among the o^Wiin itmO'^A^WM warranting further study are polycystic 
ovarian dise^%€| prematuta ovarian failure ^ and menstrual abnormalities 
related to wvifOflBientaJ gt^eis or physlcaL «ercise- The NICED recently 
has expanded ^ifsfts to ©pLlcit research in each of these areas as well 
as in other dlgordirs of %hm riproductlve tsact such as endometriosis and 
ectopic pregn^osyi 
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Disorders of tha female Teproductlve system aecount for between 40 and 70 
percent of eases of Infertility. Infertility Is now a problem for about 
15 pereent of American eouples. Bloekage of the fallopian tubas as a 
result of infeetionSp hormonal or ovalation disorders ^ and endomatrioels 
are three Dajor eauses of infertility in women. 

Teehnieal imprevements in mierosurgery to unblock impassable fallopian 
tubes and in in^ vitro fertilisation to bypass blocked tubes altogether 
continue to be ude. A greater understanding of the action of 
luteinizing hormone-^releasing hormone holds promise for the development 
of treatment modalities for more precise control in inducing ovalation, 
thus avoiding the multiple births that often accompany the use of 
currently available fertility drugs , such as Pergonal. 

Eictensive study is needed and is, indeed , being supported by the NICHD on 
the biologic bases for Infertility in women through increased emphasis on 
the biochemical p endocrinological, cellular , and molecular approaches to 
the understanding of nomal and abnormal reproductive function in women 
(8), 



Henstruation 

Disorders frequently associated with menstruation at the one end of the 
spectrum are amenorrhea, dysmenorrheas premenstrual problems > and 
iron-^deficlency anemia. At the far end of the reproductive cycle are the 
consequences of menopause. 

Primary amenorrhea, the absence of onset of menstruation In women by age 
18 j may be due to anatomic anoffalles, ovarian dysfunction^ or chromosomal 
abaormalicies^'including Turner* a syndrome. Secondary amenorrhea , the 
cessation of menstruation in a woman who has pre^ viously had her 
menarchep may be the result of hormonal abnormalities, including hypo^ or 
hyperthyroidism and hypothalamic-pltultary disorders. Crash diets, 
obesityp excessive exercise, anorexia nervosa, emotional stress, drugs, 
and serioug illness may prevent or delay normal menstruation. 

Painful menstruation (dysmenorrhea) is primarily caused by severe uterine 
contractions # Accomopanylng symptoms may Include headache, backache, 
diarrhea, and nausea* Prostaglandins have been identified as a major 
contributor to the Intensity of uterine spasms. Drugs that prevent 
natural prostaglandin production early in the menstrual period have been 
found to be effective In relieving symptoms in 75 percent of affected 
women. The reasons that dysmenorrhea diminishes in many women after a 
full-'term pregnancy have never been satisfactorily explained. 

Whereas dysmenorrhea is more frequently reported by women in their teens 
and early twenties, premenstrual problems are more often reported by 
women In their late twenties and older. It has been estimated that 4 out 
of S women experience some premenstrual problems. Behavioral symptoms 
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vange tr^i% inpr ^salons of depresaloni aggragglon. Irritability , and 
an3iiitf Wed swlngi and feed eravlngs- Fhyelcal symptoias iQelude 
fluid r%^a^tion ^swallsn ankles, abdamenp and breasts), bsadaeha, acne, 
fatlgu#> ^fid e^Khau8tlon« Seme have ealled the eenstallatlon of 
prono\]0C@d |fiiin^trual s^ptoms the pramenstrual syndrome (FHS)* 

As dtg^u#60^ in the oomlssiened paper, ^Framanstrual Syndrome," the 
Muses ^1 pflsitastrual problems remain elusive* Hormonal Imbalanoe, 
nytrltloti^l te^faemleal deficiencies, and neuroblologlcal causes have 
been bU^$^%uL KIB and the National Institute of Mental Health (Nllffl) 
suppa^t r^^it^gh to identify biological markers of the disorder and to 
docus^i^t tHi rila^^lonshlp that may exist between phases of the menstrual 
eycla #nd ^ooi aiad behavioral disorders* The complex interrelationships 
of hfp^th^l^iUp pituitary, and ovarian function are also being examined* 

Gurranc ^or premenstriial symptoms include medications such as 

dluraticii iusclce relaxants, and analgesics | special diets; group 
therapy* Ax^i bgh^^vior modification programs. tehavior modification Is 
parti^yl^^l^ usef'wl when a change in diet or any other health habit is 
desirM* l?e?QS has been proven effeetlve in clinical trials* 

Iron'^daf t^te^cy tenemla is seen in some women with especially heavy 
menstru&l fjoWp ^mrtieularly those whose diets contain inadequate iron, 
and ill is^tiitruat ^ng adolescent girls during growth spurts* Usually 
dietary a^JijsttteA^ and iron supplements usually completely reverse this 
typ^ of ^pm^Uk 

A 1981 gu^iy sB^owed that only 1 in 3 people believe that It is 
approprl^^^ to c&^lk about menstruation in an office or social settings 
fhe ityd^ t^usd t^at a large minority of the women (31 percent of those 
questios%4) <iU n@t know what was happening to them the first time they 
menstruated^ Hoivaverp a relaxation of attitude and better health 
education 4i}^iQg ^he last two decades appear to have improved women's 
knowledge Hgn^truatlon* The proportion of women who did not know 
about meti^t^yatloA before its onset was 39 percent among those over age 
35p cotapaf ^4 to o^J.y 19 percent among those younger than 33 (9). 

MeSDpaiiM, HtBt 20 percent of menopausal women have some physical 
sympto^f g^yifi ii&augh to seek medical attentloni such as hot flashes or 
vaginal df3^iiSi The common assumption that depressive disorders are 
more like]^^ to ^^ceur in menopausal women has not been borne out* 
Plstufblng ^fsoiipte^l symptoms may occur but the incidence of depressive 
disorders h^g| in fact, teen shown to be higher in younger age groups 
than Im Po^^«ii^@plLmAsal women* 

R^stef^atq^V is of the most common surgical procedures in the United 

States « i9Bl» 673»00Q women underwent a hysterectomy, according to 

the Hatio^^l Cifi^^r for Health Statistics (KCfiS)* The procedure Is 
recomtf^od^d ^hin serious malignancy, excessive growth of fibroids, or 
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mm'^m^m h^m^tU^ m fallg to tespend t© conventlenal treatment. When majer 
a-a^g^ry ftuch $§ hystereetcimy is recoraended, many wemtn sssk a aecend 
©pifllam, ft » vosan In her thirties or fortleB, the sudden onset of 
A^mopAUie fBUpr^ng bilateral ©varieGtoiay say heighten her distress about 
ttim lom0 fipr^oductive funotion^ The support of olose relatives and 
£wi.mndm Ig aigi^Btlal during that time. Many women find psyohologloal 
CciUfisellflg Nfpf*^ and after hystereetomy useful. 

Estrofan^epUd^^fcnt therapy (EM) Is often preserlbed for hot flashes, 
vaginal d^^Biigi and vaginal infeetlon when related to a change in the 
produetioti of Estrogen and progesterone, e.g., natural menopause of 
P^^^*^B%3.teicA tftemopause after bilateral ovarleotomy. However, it is 
difficult tQ^iVmm estrogens In physiologic amounts and slight exoesses of 
mm^T^gmn0 hive teen reported to oause suoh side effeots as swollen 
^r^aete, i^gusii, vaginal dlsoharge, headaohe, fluid retention, and weight 
gain Iti mm ^^^aen. In addition, IRT is assoolated with slightly 
in^xmrnBrnd tm endometrial oaneer and appears to lose It effectiveness 

^tth t^mphct to osteoporosis over time. More reoent findings indleate, 
however ^ tWt pfQ^gestinSp taken in the proper dosage and at 2- to 3-month 
d.ne^rval#» 0iy set even the small earolnogenie risks of lET. 

It fcas b^tn iUgg^sted that IRT may extend the proteation natural estrogen 
gtv^s WQ0ts igiii^st heart disease before oompetlon of menopause, but the 
£li2<aiiiia toO| are ineoncluslve. Wiether or not a woman with 

posteMOpauial s^^ptoms should take estrogeni and in what fora, is a 
question thit t#q-nilres an Individual assessment in eaeh ease (10). 



Ch±XdhmmtLtxf' zUt^y and Late 

T»o a3Ette«ei In ttartillty patterns present potential health problems for 
irom^o t #dcleaei^t chlldbearing and delayed ehildbearing past age 30- 
Whiie Mrth ratite to adolescents have been deolining, the proportion of 
C^^m% btrthi to ^women over 30 has risen sharply. The determinants of 
ftdolaaeetit delayed ohildbearing and the conaequenees of each have 
bamfi ^icaiaitt^d in ^^tudies supported by the NICHD. 

b#splte th^ dicll^M in birth rate^ women under 20 still have more than 
SOD, OOO bljfths ^MQh year. Studies on early ehildbearlng have been 
dis-eet^d t©vatd tmderstanding its effeets on woman, her ohild, the 
fm^tkmr^ othit ^ft^ally members, and soelety as a whole. Fhysieally, 
ps^mgmane^ in Ver»r young teenagers is risky form for both mother and 
Qlilld- Secioitftonomiaally, the adoleseent mother is generally 
dis&dvant^ted for her lifetime in tems of eurtalled education and laek 
of quallfiMioni for better paying oeeupations. She is, eonsequently * 
con^±Btia4 to Ineotne status and her child's health and intellectual 

dm'^mXopmmtit iu(fi» accordingly, TOese effects extend to other family 
a^mfeera vh^ afti^ try to provide support, and to society which funds 
PubXl^ a^gleMi programs. 
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The sarlousness of these eoosequenees leaves no doubt as to the beaefit 
of programs to prevent adQlescent pregnaacy* Several projects of the 
NICHD and the Office of Adolescent Pregnancy Programs are Involved In 
delineating adolescent sexual behavior and the individual p couple i 
familial p and societal factors that Influence lt> These studies should 
provide better understanding of the determinants of adolescent pregancy 
on which prevention programs can be based* 

In the older age groups » the availability of contraception and the desire 
by women for advanced and active careers have more than doubled the 
proportion of women having their first child after age 30p from 3.9 
percent of all first births In 1970 to 9.5 percent In 1961 « Wtom a 
socioeconomic standpoint » these women benefit by delaying chlldblrthp 
as they tend to be more educated and to have higher status Jobs and 
better incomes. From a medical standpoint, however , older women may have 
increased chances of Infertility or of complications of pregnancy. 
More research is needed to evaluate better the risks and benefits of 
delaying chlldbearlng until after age 30 » so as to provide guidance for 
couples as they make decisions concerning the timing and spacing of the 
births of children (11)* 



Pregnancy* Dramatic Improvements have been made in the health of 
mother and child in, the past two decades p due in large measure to better 
service delivery programs supported by ageincies of the PES and to 
advances In prenatal and perinatal care based on findings from biomedical 
and behavioral research* The maternal death rate from pregnancy and 
childbirth In the U.S. has dropped from 36*9 per 100,000 live, births In 
1961 to 7.7 In 1981 p or from lpS73 deaths to 280. During that same 
period p Infant mortality dropped from 256*3 per 1,000 live births to 11*7. 

In December 1980, the first Surgeon General -s Workshop on Haternal and 
Infant Health brought together 72 professionals in the field of health 
and social services, economic experts p consumer representatives p and 
government officials. At the conclusion of the workshop, they presented 
a series of recommendations which outlined the social strategies that are 
needed to further reduce Infant mortality In the ^Ited States* ^le 
participants asserted that "services and public education should ensure 
that care to pregnant women begin in the first three months of pregnancy 
and continue through the early life of the Infant." 

In 1981, legislation was enacted to amend the Haternal and ^lld Fir^^i^i; 
(HCH) Services Block Grant Programp transferring to the State :^ 
primary responsibility of providing health care services under th^ < V 
Consolidated State Programs. The PHS limited Its service progrsw^ 
special projects of regional and national significance under the title 
"Consolidated Federal Programs*" These projects included i 
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• Training of 15 neonateloglsts » 40 nurse-mldwives , and 
34 perinatal nuroe specialists « Programs In nutrition 
were to provide eontinulng education to almost 900 
physicians , nutritionists , nurses , and other health 
care providers • 

• Research prograns addressing the needs of mothers and 
children and examining the social conditions affecting 
their health* Recent achievements Include the design 
of a lower limb prosthesis for young amputes, and a 
vision and development screening test for preschoolers* 
Research conducted by university analysts showed that 
"the proportion of low Income families emerged as the 
strongest and most consistent determinant of census 
tract variations in Infant mortality." 

• tenetlc service projects in 19 States, Including 
prenatal screening, genetic counseling and education, 
and the screening of newborns for metabolic disorders* 

initiated a public Information program, "laalthy Mothers, 
Healthy Babies, as a means of contributing to these objectives* As a 
part of this effort, a "Healthy Mothers, Healthy Babies" coalition was 
formed, servicing a partnershhip among more than SO voluntary, 
professional, and government agencies* Its purpose Is to; 

o Promote public awareness and education in preventive 
health habits for all pregnant women and their 
families. 

• Develop networks for sharing Information among groups 
concerned about improving the health of mothers and 
bablc s * 

• Distribute public education mterlals on topics 
related to Improving maternal and child health. 

• Assist the development of comunlty "Healthy Mothers 
Healthy Babies*' coalition* * 

Through these cooperative efforts, combined with continuing research 
ufjfu®- i=P^^^^ the health of women before, during, and after their 
chlldbearing years, and to safeguard the health of their children the 
PHB hopes to contribute to the achievement of the following health 
objectives for the Nation by 1990 i 

• The national Infant mortality rate (deaths for all 
babies up to one year of age) should be reduced to no 
more than 9 deaths per 1,000 live births. 
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• No councy and no racial or ethnic group of the 
population (e.g., Black, Hispanic, Indian) should hava 
an Infant mortality rata in excess of 12 deaths per 
1,000 live births. 

• The maternal mortality rata should not excaed 5 per 
100,000 live births for any county or for any ethnic 
group . 

e Tha Incldanca of Infants born with Fetal Mcohol 
Syndrome should be reduced to 1 per 2,500 live births. 

• Low blrthwelght babies (2500 grams and under) should 
constitute no more than 5 percent of all live births ^ 

• No county and no racial or ethnic group of the 
population should have a rate of low blrthwelght 
infants that exceeds 9 percent of all live births^ 

m Virtually all women and infants should be served at 
levels appropriate to their need by a regionalized 
system of primary n secondary, and tertiary care for 
prenatal, maternal, and perinatal health services. 

m The proportion of woman in any county or racial or 
ethnic group who obtain no prenatal care during the 
first trimester of pregnancy should not exceed 10 
percent » 

• A system should be In place for comprehensive and 
longitudinal assessment of the impact of a range of 
prenatal factors (e.g., maternal exposure to 
radiation, ultrasound , dramatic temperature change, 
toxic agents, smoking, use of alcohol or drugs, 
exercise, or emotional stress) « 

• Virtually all pregnant women at high risk of having a 
fetus with a condition dlagnosable In utero should 
have access to counseling and Information on 
aminiocentesis and prenatal diagnosis, as well as 
therapy as indicated (12). 



fiealth behaviors* As discussed in the comissloned paper "Smoking and 
Women's Itealth," a recent Gallup Foil Indicates that more than 30 million 
women~that Is 36 percent of all toerican women"smoke . ^e rising 
incidence of lung cancer among women reflects the detrimental effects 
that cigarette smoking has on their health. When a woman smokes durltig 
pregnancy, the adverse effects also extend to the unborn fetus » 
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Studies by NICHD have ahovm that women who smoke are more likely than 
women who do not smoka to have babies who are smaller In size and lighter 
In weight, are born prematurely, have lower Apgar BCoreB, and are more 
likely to become 111 or die within the first year. 

One of the PBS objectives for this decade Is that by 1990. the proportion 
of women who smoke during pregnancy should be no greater than one half of 
the proportion of women overall who smoke (13). 

As mentioned In the commlBSloned paper "Alcohol and Maternal and Fetal 
Health," maternal use of alcohol during pregnancy la believed to be the 
most iBportant single known cause of drug-Induced birth defects. It has 
been estimated that there are one million alcoholic women of ehildbearlng 
age m the United States today. According to the National Institute on 
Alcohol Abuse and Alcoholism (NIAAA), one or two of every 1,000 babies 
are born with fetal alcohol syndrome (FAS) which may include facial 
abnormalities, growth deficiencies, birth defects, and mental 
retardation. Studies by NICHD selentlsts on pregnant monkeys exposed to 
high blood alcohol levels showed that blood vessels in the lanbilical cord 
collapse temporarily, causing significant oxygen deprlva- tlon and 
abnormal blood acidity In the fetuses. 

Following a recomendation by the U.S. Surgeon General that pregnant 
women refrain from drinking, a national survey made public in January 
1984 reported that 30 percent of the women who drank before pregnancy 
abstained while pregnant. The survey, conducted by the NCHS, Involved 
4,^00 women who gave birth In 1980. Continued public education by the 
PHS and private health professionals should motivate more women to give 
up alcohol before and during pregnancy. A PHS goal Is to see the 
proportion of babies with FAS reduced to one In 2,500 by the end of this 
decade (14). 

Although the evidence of advene effects of alcohol on a fetus is strong 
less is known about the Impacet on the fetus of such "street drugs" as 
heroin, morphine, and methadone when used by a pregnant woman. In 
addition to possible birth defects during the first week of life babies 
born to drug-addicted mothers are likely to develop withdrawal symptoms 
which may include Irritability, vomiting, diarrhea, sweating, and 
convulsions. Some studies suggest that Infants of women with heroin or 
nethadone addiction are born underweight. 

What kinds of physical exercise are safe during pregnancy? As more women 
are hired for traditionally "Bale" jobs and as the physical fitness 
movement attracts more women of ehildbearlng age, this question becomes 
Increasingly important. In general, women are encouraged to continue any 
moderate exercise started before they become pregnant. This nay Include 
swlannlng, tennis, dancing, cycling, or walking. 

Conversely, how does exerelse affect the growing fetus? Precise answers 
■re not available because few studies have been conducted on this 
subject. In a workshop sponsored by the NICHD in late 1982, pregnancy 
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and axerclee experts surveyed current research and outlined steps to 
resolve the unknoms- Future research Is expected to include prospective 
studies measuring pregnancy outcome In women who regularly perform 
different levels of exercise, as well as studies of the effect of 
exercise on the blood flow and endocrine systems of women* 

The PES has as Its objective thatj by 1990» 85 percent of women of 
chlidbearlng age should be able to choose their foods and exercise 
wisely, and understand the haEards of smoking and using alcohol and 
"street drugs" during pregnancy « 

Prenatal care* A recent survey shows that more and more women are 
realising the importance of early pregnancy care* In 1980, prenatal care 
was sought by 63 percent of Black mothers and 79 percent of lAilte mothers 
during the critical first trimester of pregnancy* By contrast | 4.3 
percent of White mothers and 6«8 percent of Black mothers had no prenatal 
care at all or sought it in the seventh month or later* 

During pregnancy, an average^slsed woman should add about 200 calories a 
day to her diet* Host doctors recomend that she gain a total of 20 to 
30 pounds* Nutritional and metabolic disorders that may eomplicate 
pregnancy Include diabetic mellltus excessive morning sickness which in 
extreme cases may lead to starvation i dehydration and acidosis; and 
vitamin or mineral deficiency^ Including Iron deficiency and folic acid 
anemia I whlch^ If uncorrected, may cause birth defects and mental 
retardation In the infant* 

Among the most Important recent advances made in medical technology are 
the development of instruments and techniques that allow the diagnosis of 
fetal abnormalities before birth* ^alysls of a small sample of the 
mother's amniotic fluid (amniocentesis) around the 16th week of pregnancy 
can detect any of more than 200 genetic diseases and chromosomal 
abnbormalitles j» including Down syndrome* This technique can also be used 
later In pregnancy to assess fetal lung maturity^ 

At a 1979 Consensus Development Conference sponsored by the NXCHD, a 
panel of experts reconmiended that pregnant women age 35 or older should 
be given the option of undergoing amniocentesis for the detection of 
chromosomal defects* Today » the HICHD Is supporting research to refine 
techniques of diagnosing fetal abnormalities by using amniotic fluid 
obtained through amniocentesis* 

A new and still experimental technique to diagnose abnormalities in a 
baby before birth is chorionic villus sampling (CVS)* It can identify 
most of the abnoi^^litles detectable through amniocentesis at 8 to 10 
weeks of pregnancy with a diagnosis In 24 hours, in contrast to amnlo^ 
centeels which cannot be performed until approximately 16 weeks of 
gestation and requires two to four weeks for results* NICHD^upported 
studies are now being planned to test the safety and accuracy of CVS, 
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which Is particularly useful In the deteetien ef Down syndrome, sickle 
cell anemia, Tay-Sachs disease, and other genetic defects (15, 16). 

Ultraaound le a prenatal diagnostic technique uaed to diagnose multiple 
pregnancy and various complications such as hydroeephaluB or ectopic 
pregnancy, and to measure the alze of a fetus' head or body to assess 
possible grovth retaraatlon. 

In February 1984, the NICHD sponsored a special Censensua Development 
Conference to assess the benefits andf risks of the use of ultraaound In 
pregnancy. The 14-ttember panel concluded that the available data on Its 
safety and efficacy do not allow a reeomendatlon for routine screening 
by ultrasound at this time. However, the participants identified more 
than two dozen conditions In which the use of ultrasound could benefit 
pregnancy outcome, and specific studies to Improve future estimates of 
Dleeffects and risks were recommended. 

A dietary treatment has been used for years in children to control the 
inborn error of metabolism, phenylketonuria (PKU) which, if untreated 
usually results In mental retardation. Success of theis treatment has 
permitted^ women with treated HCD to become pregnant and they give birth 
to retarded Infants due to the high phenylalanine levels to which the 
fetus 18 exposed. fteatment of pregnant PKU mothers with low-phenyl- 
alanlne diets has not yet proved to be effective In preventing the fetal 
effects of maternal PKU| the NICHD i, launching a clinical trial to 
evaluate this possibility. co 



^^f ! pregnanclM. Through research, epidemiologists have 
Identified several groups of women who are more likely than others to 
S?^*^**. P'r*-^" birthweight (less than 5 1/2 pounds) infants, 

raese high risk groups are characterised by one of the following: 
Chronic and acute conditions in the mother, previous childbearing 
problems, very young age (less than 15), poor nutritional status of the 
mother, more than moderate use of cigarettes, alcohol, or illicit drugs. 

Gestational diabetes, in which glucose intolerance Is discovered during 
^egnancy, frequently leads to complications for both mother and child. 
Two or three of every 1,000 pregnancies are complicated by diabetes in 
the mother. Specific problems associated with diabetic pregnancy are 

tHf'^'.o'"*^. ^"1*" pregnancy, larger (heavier) than 

normal babies (9 pounds and up), and respiratory distress of the newborn. 

Responding to the multiple challenges posed by diabetes in pregnant 
SJlv'p* NICHD h„ launched a 5-year clinical study of Diabetes In 
Early Pregnancy (DIEP) to assess whether rigid maternal glucose control 
will reduce birth defects. The Institute also has established four 
special research programs to the study of diabetic pregnancies, 
addressing the question of how the disturbance in the mother's metabolic 
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systam ehanges the fetal envlronaant aad affaets the develapmeat of the 
fetal brain and other vital organa« Xm 1983 p the National Institute of 
Arthritis I Diabetes , and Ugestlve and Kidney Diseases (NIADDK) lauai^hed 
a large prospective study of diabetes that vlll Inelude 1,000 patients 
over an 8-year periods The study seeks to deteralne whether norDaliilng 
blood gluoose helps prevent or lessen diabetie oomplieatipns. Work is 
being eondueted by the NIH Clinical Center Blood Bank and the Kational 
Heart Lung and Blood Institute (KHLBI) to iaprove aethods of blood 
transfusion for patients with slokle mmll aneslap a serious hereditary 
blood disease that affects one in every 625 Black Americans • Complica'* 
tions during pregnancy may be life-threatening to the sickle cell patient 
and to the fetus* fulmonary Infarctionp eclampsia, and Infections are 
likely to occur « Petal death and low birthwelght Infants are more coimon 
in sickle cell disease patients than in others* 

One out of 20 pregnant women develops toxemia or preclampsia, a condition 
charaeterised by hypertension, eicceasive weight gain and edema* Pre- 
clupsla may lead to eclampsia which is characterised by convulsions and 
coma, sometimes leading to death* The KICHD and NHLBI are Jointly 
sponsoring research exraiinlng the causes of preclampsla* 

The number of reported ectopic pregnancies tripled from 17*800 In 1970 to 
32,200 in 1980, and the rate among total pregnancies doubled la the U*S* 
As a result, ectopic pregnancies are now the leading cause of maternal 
death during the first 3 months of pregnancy and the leading cause of all 
maternal deatho among Black women- Thm increase is believed to be caused 
in part by the residue of pelvic InflaiaBatQry disease » especially 
gonorrhea and chliimydial infections wfalah cause scar tissue In the 
fallopian tubes* As mentioned earlier, diagnosis of ectopic pregnancy 
has been facilitated in recant years by use of ultrasound (17)* 



Childbirth* During the past 15 years, an increasing number of women— 
about 10 percent of those giving birth"have chosen to do so in a 
home-like setting and without anesthesia* As a result, a new generation 
of trained nurse-midwlves has emerged and more than 100 birth centers, 
operating in close proximity to a hospital, have been established 
nationwide. Childbirth preparation and education classes are well 
attended, and most also encourage the father's participation- A 1983 
study found that 4 out of 5 fathers were present In the delivery room 
during the birth of their children* 

In 1981, of the 3-6 million live births In the U*e*, 68,291 were assisted 
by a midwife* Of the 37,333 births that took place outside a hospital, 
12,708 were Identiflad as attended by a midwife and 10,898 by a physician- 

Cesarean childbirth may ba recoBmended In cases of severe dystocia 
(complications of labor), fetal distress or previous cesarean delivery* 
Although maternal death during childbirth is extremely unconmon, national 
figures show cesarean birth carries up to four times the risk of death 
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compared t© vaglMl delivery. Surfery-ralated morbidity (infection, 
ambollsm, injury to Burroundlng organs * and adverse reaction to anesthe- 
sia) 1b also more eomon during cesarean than vaginal deliveries « 

The ineldenee of eesarean ehildblrth in the United itates Inereased from 
5 percent to 16.5 percent of all births between 1170 and 1980, Concern 
about this tripling Incidence caused the NICHD to convene a 3-^ay 
Consensus Development Conference on the subject late In 1980. A panel of 
scientists p practicing physicians p and consumers concluded that ''this 
trend of rising cesarean birth rates may be stopped and perhapa reversed * 
while continuing to make Improvements in maternal and fetal outcomes.** 
The panel found that many women can safely deliver vaginally after having 
a cesarean delivery In a previous pregnancy, and It la In this group that 
the greatest reduction In the rate of cesarean delivery Is possible. 

According to guidelines prepared by the American College of ObstetJ-lclans 
and Gynecologists p if a woMn has had an earlier cesarean delivery, a 
vaginal delivery Is Justified provided that an operating room and 
anesthesiologist are available and no serious medical complications 
present themselves. 

In addition to having a lower mortality and morbidity rate, vaginal 
childbirth has the benefits of shorter hospltallEatlon and recovary 
periods, reduced cost, and earlier mother-Infant Interaction. Despite 
these advantages and the findings of the NIH tonsensus Panel on fesarean 
Childbirth, the lacldence of cesarean delivery rose from 16.5 percent In 
1980 to appro3Elmately 18.5 percent in 1982. 

Research is needed to Identify the factors till contributing to this 
trend and place Into perspective the benefits and risks of cesarean 
delivery to mother and Infant (18). 



Breastfeeding. Further evidence of the growing movement to treat 
childbirth as a "natural** Mperlence is the increasing number of mothers 
who choose to breastfeed their babies. 

At the time of hospital discharge, almost 60 percent of mothers are now 
breastfeeding and the number seems to be Increasing, especially In higher 
socioeconomic groups. Human milk Is the Ideal food for Infants not only 
for its nutritional value, but also for Its ability to confer passive 
limnunlty. Breastfeeding la beneficial to the mother because It 
stimulates the release of oxytocin which reduces bleeding and fosters 
uterine involution and healing. In addition , nursing mothers have been 
found to get back to their prepregnancy weight faster than non-nursing 
mothers, probably because the high caloric expenditure of nursing helps 
them burn up fat reserves accumulated during pregnancy. 

In view of the Importance of breastfeeding to mother and Infant, 
NlH-funded research Is exploring the biological and psychosocial factors 
that motivate mothers to breastfeed ori conversely, choose not to. 
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Thm PH5 sCrongly eupports bfesstf eadlng and hae made as one of Its 
objective that, by the end ©f this decade, 75 percent of all mothers will 
nurse their newborns when leaving the hospital and that 35 percent will 
continue to do so at least until the child is 6 months old- 

A Surgeon General * s Workshop on Breastfeeding and Human Lactation was 
held on June 11*12, 1984, at the University of Eoehester in New York. 
Some 100 participants made recomendation on key issues such as deciding 
to breastfeed, sociocultural Influences and determinants of infant 
feeding practices, support services for mothers who breastfeed, roles and 
responsibilities of the health care system in promoting breastfeeding, 
vocational supports and barriers to breastfeeding, educating health 
professionals and the public on breastfeeding, and research needs in 
breastfeeding and human lactation (19). 



Low birthveight InfAmts* Infant mortality in the U.S. dropped from 
42,700 deaths in 1981 to 39,000 In 1983, or from 11*7 to 10.9 per 1,000 
live births. (For Black infants, the 1981 mortality rate was 20.0 and 
for Whites, 10*5 per 1,000 live births O Of these deaths, about 
two^thlrds are attributable to low birthweight and prematurity or both. 
Largely due to the high incidence of low birthweight, our country ranks 
only 16th on the worldwide infant mortality scales 

^proving this position offers the PHS one of Its greatest challenges, 
and the NICHP has responded with aggressive research programs* Many 
scientists are focusing their studies on the mechanisms and trigger both 
normal and premature labor. Other researchers, supported by the NICHD 
and the National Institute of Allergy and Infectious Diseases (HIAID), 
seek to determine whether certain vaginal and urinary tract infections 
can result in premature labor* Still other NICHD investigators are 
probing the phenomenon of intrauterine growth retardation* 

In the spring of 1984, a FHS Low Birthweight Work Group was formed to 
coordinate all research and service activities directed at reducing the 
incidence of low birthweight* In a separate effort, NICHD scientists are 
collaborating with private foundations and investigators and public 
health officials from the District of Columbia in a project that aimed at 
reducing the incidence of low birthweight among infants born in 
Washington, D*C« 

The goal of these research efforts by NIH and others, combined with PHS 
active public education and service efforts, is to reduce the rate of low 
birthweight from 7 percent of all live births to 5 percent by 1990 (17). 

Stillbirth and miscarriage* It has been estimated that reproductive 
loss affects about 900,000 women each year in the U*S* alone* The way 
individuals and families cope with such loss depends on the individual 
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person, family ties, the availability of other support groups, religious 
beliefs, attitude toward pregnancy, aie, fertility status, and other 
circumstances* 

During the past decade, many support groups have emerged and articles 
have been written to aid parents who have lost an Infant or -hlld or who 
are faced with the care of a handicapped child. But little help is 
available to parents who experience a miscarriage or stillbirth. 

The NICHD Is supporting a three-year project to study the short- and 
long-term effects of the loss of a fetus or newborn on the parents and 
family. The findings will assist health care providers and social 
workers In their task of helping parents and siblings adopt constructive 
grieving and coping strategies (20), 



Other Health Concerns 



Urinary tract Infections. Urinary tract infections (UTl) are one of 
the most common causes of absenteeism In working women. Second only to 
upper respiratory Infections In frequency, UTls affect one In five women 
at some time In their lives. Despite treatment with antibiotics, UTls 
tend to recur, accounting for more than 6 million visits by women to 
''*'"Blcians each year. 



Women are about five times more likely than men to develop UTls, probably 
because bacteria must travel a shorter distance through the female 
urethra than through that of the male. 

Studies suggest that a pregnant woman with undiagnosed and untreated UTl 
may run the risk of premature delivery, resulting in a low blrthweight 
baby that is, In turn, more prone to illness and death. Ihe NICHD has 
Initiated a study to identify the nature of the risk and determine 
whether treating the silent infection will prevent premature delivery. 

NIADDK supports research designed to clarify the etiology and 
pathogenesis of Infections of the upper and lower urinary tract. Ctee 
ongoing study, for example, is focused on the identification of a 
specific type of bacterium that tends to ascend to the kidneys. A 
diagnostic kit has been developed to show the presence of the bacterium 
and permit prompt, vigorous treatment to avoid kidney Infection. 



OBteopereslB . As discussed In the commissioned paper "Osteoporosis In 
Women," osteoporosis, a weakening of bone due to loss of calcium, is a 
debilitating chronic disease that affects some 20,000,000 Merlcans, 
eBpecially older women, and costs the Nation at least $3,800,000,000 per 
year. It Is estimated that about 1,300,000 fractures attributable to 
osteoporosis occur annually In people 45 years of age and older. Among 
those who live to be 90 years old, one-third of women and 17 percent of 
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men will suffer a hip fraeture due to ©eteoporoils . Most older patients 
with hip fraetures fall to recover normal activity and approximately one 
In five dies within one year after such a fraeture due to complications 
of surgery* 

According to a 1984 NIH Consensua Development Panel, current data point 
to estrogen and calelum deficlences as the major causes of primary 
osteoporosis • In postmenopausal women ^ estrogen replacement therapy 
(ERT) may be preserlbed ■ 

The NIH panel recommended"ln addition to lRT~adequate nutrition and a 
calcium intake of 1^000 to 1,500 mg a day and 600 to 800 I*U# of vitamin 
D per day. To prevent bone loss, the panel also recommended a program of 
modest weight ^bearing exercise such as walking* 

In recent elinlcal trials supported by the NIADDK designed to improve the 
treatment of osteoporosis, investigators found that a vitamin D 
metabolite I if used dally > not only Increases calcium retention in bone, 
but also increases bone volume and reduces fracture rates by SO to 75 
percent* Research on a combination of fluoride and calcium holds promise 
for actually Increasing bone mass* Drugs such as parathyroid hormone, 
thiazides, calcitonin that tend to stabilise bone tissue and halt further 
bone loss are also being studied (22, 28)* 



Obesity* The importance of sound nutrition is increasingly emphasized 
as a contributor to good health for both men and women* Among things 
women can do for themselves, as vail as their families, la to promote 
good nutritional habits* 

More than 25 percent of the American women between ages 20 and 75 are 
considered overweight, according to an NCHS study that used height-weight 
ratio as a criterion* However, obesity is not randomly distributed 
thoughout the population* it Is known to be less prevalent In women of 
higher socioeconomic status and Is most comon In both Black and l^ite 
lower-income women and In median income males * 

Using the triceps skln^fold thickness as an indication of total body fatp 
NICHD-supported Investigators have learned that Obesity also follows 
family lines. A .child of two obese parents has a 300 percent greater 
chance of becoming obese, and at age 17 this child may be 3 times as fat 
as comparable children of two slender parents* Institute-funded 
researchers also found that infantile obesity does not predict adult 
obesity, but obesity after age 4 does (20)* 

Bypertenslon . Al though more men than women suffer from hypertension , 
the enormity of the problem dictates that it be considered In any 
discussion of women -s health* Obesity is a major contributor to high 
blood pressure which affects one out of six toericans* The incidence is 
even higher In Blacks—one in four Blacks has high blood pres8ure~but 
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the reasons for this are not clear. About one in three or 32 percent of 
toerlean women between 25 and 74 years old. has high blood pressure. 
(For men In the same age group, the IncldeDce is 38 percent.) 

Hypertension contributes directly or Indirectly to about 1,000,000 deaths 
a year, affects 35,000,000 people and costs more than $15,000,000,000 
annually. As discussed In the commissioned paper "^art Disease In 
Women, the most common complications of hypertension are artero- 
sclerosls, heart attack, stroke, and kidney failure. High blood pressure 
Is treatable If detected early and managed properly. Weight reduction 
and/or salt restriction may decrease blood pressure to normal levels and 
eliminate the need for medication In 20 to 25 percent of Indl^-lduals with 
less severe hypertension. Exercise, stress reduction, and life-long 
treatment with medication can significantly reduce the risk of 
complications. 

In January 1985. the KHLBI announced the results of a 7-year study 
indicating that lowering serum cholesterol reduces the risk of heart 
disease in certain of predisposed men. It is likely that reducing serum 
cholesterol will benefit women In this same group as well (24). 

Anerexla nervosa It has been estimated that one out of 200 American 
girls between the ages of 12 and 18 will develop some degree of anorexia 
nervosa and that 10 to 15 percent of these will die. probably after 
losing at least half their normal body weight. 

Anorexia nervosa Is a disorder of self-starvation and manifests itself in 
an extreme avoidance of food. The disorder mostly affects girls from 
White middle to upper class families; only about six percent of anorectics 
■re adolescent boys . 

Anorexia nervosa can cause severe psychological and horaonal problems 
and cessation of menstruation. Other symptoms may Include a blzzare 
preoccupation with food, hyperactivity, and the Individual may have a 

^"^^^ °' °' Results of studies supported by 

NICHD and NiMH indicate that anorectics suffer from a phobia of eating 
and gaining weight, rather than a loss of appetite. The causes of this 
disorder are unknown although it Is thought to be linked to a combination 
of psychological, environmental, and physiological factors. 

Another form of anorexia is bulimia. Patients with this Illness Indulge 
In food binges- and then purge themselves by either inducing vomiting 
Immediately after eating or taking laxatives or diuretics. 

Treatment for anorexia and bulimia usually consists of nutritional 
therapy, individual psychotherapy, and family counseling. tospltaliza- 
tlon is required in severe cases. Follow-up therapy is recomnended for 3 
to 5 years because of the high risk of relapse (25, 26). 
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Diabetes* Hore than 10 million Americans are affaeted by diabetes* 
Eetlmated to be the fifth leading cause of death In the U«S • , diabetes 
occure In twlee as many wemen as men, and Is found more frequently among 
Black and low income populations # Thm causes of diabetes are not known 
but its Impact Is considerable « 

• Diabetes Is responsible for almost 50 percent of all 
foot and leg amputations ^ 20 percent of all cases of 
kidney failure, and 15 percent of all blindness* 

• Twenty-'f ive percent of diabetics have heart disease* 

• Some 34,000 deaths in the U.S. are directly attri- 
butable to diabetes annually, and an additional 
100,000 deaths result from its complications* 

• Between 1976 and 1983, the economic costs of 
diabetes, in terms of medical care and losses due to 
disability and premature deaths, have doubled to 
become approximately I 9 , 700 , 000 , 000 annually . 
Because 40 percent of diabetics are age 65 and 
older, much of this economic burden falls on public 
resources such as Hedicare and Hedlcaid. 

No cure exists for diabetes at this time. Gestational diabetes Is 
discussed in the pregnancy section of this chapter. Hature^nset (Type 
II) diabetes can often be controlled through weight reduction and 
improved physical fitness. Insulin^ependent C^pe I) diabetes is 
controlled with dally doses of Insulin. 

In the case of diabetic nephropathy (kidney failure), hemodialysis may be 
required. The U.S. tovernment finances most renal dialysis procedures in 
the United States. The Indian Health Service in Albuquerque, Kew Heasico, 
sponsors a special diabetes and renal dialysis program since the ^erican 
IndiaB population has a higher than average incidence of diabetes . 

Diabetic retlhopathy, a serious cause of blindness, may be treated by 
photocoagulation to seal off and destroy bleeding retinal vessles and 
diseased tissues. Another teehnlque, vitrectomy, involves surgical 
removal of cloudy eye fluids • 

Hajor advances have been made in diabetes research. Pumps that deliver 
insulin in preprogramed amounts have been developed and are now being 
tested* Advances in Immunology hold promise for transplanting healthy 
insulin^produclng cells to correct the diabetic condition* Soientists 
have identified genetic factors that appear to be assoelated with the 
development of diabetes, and the discovery that Insulin^produclng beta 
cells of the pancreatic Islets can be Infected and destroyed by common 
viruses, could eventually result in the development of a vaccine to 
prevent some types of diabetes (27). 



II - 22 



81 



(Aelestarol OallBtQiies* Im estimated 25p000|000 Aserlcans have gall- 
stonas, and 6,000 peopla die each year from eomplleatloos of gallbladder 
dlaeases Host people with gallbladder disease have gallsto&es formed 
from the oholesterol found In the gallbladder -s bile. 

Women develop cholesterol gallstones more often than men* In the 
under-SO age groups vomen are 4 times more likely than men to develop 
gallstones I and women 50 and older are still twice as likely to do so. 
Among other faetorsi reproduotlve history and sex homones play a role In 
gallstone development. Ilie more ohlldren a woman has had| the more 
likely she is to develop gallstones. Although the results of some newer 
studies disagree I earlier researeh has suggested that women who take oral 
eQntraoeptlves*-wh±Qh oontaln estrogen-^are at slightly greater risk of 
gallbladder disease. 

The NIGRB Is supporting two studies on the relationship between the use 
of oral eontraoeptlves and the risk of forming cholesterol gallstones. 
One projeot will determine whether the flndlngi of older studies can be 
explained by the use In past years of ''pills'* with higher estrogen 
content among other factors. The second study will examine the 
relationship between the use of the pill and the risk of gallstone 
formation In Hispanic and American Indian women* 

Heredity undoubtedly plays a role in contributing to the risk of 
developing gallstones. In the Pima Indian tribe of i^liona, for example* 
70 percent of the women and 50 percent of the men have gallstones by age 
30* The high prevalence of gallstones In the lima tribe has enabled 
scientists to uncover the mechanism of formation of cholesterol stones 
and to develop a drug to dissolve them, nie drug^ called chenodlol, was 
tested In a large trial sponsored by the KIADDK. The study showed that 
chenodlol can provide an alternative to surgery for some patients with 
cholesterol stones although there are limitations to Its use and some 
side effects exist. The drug was recently approved by the Food and Drug 
Administration (FDA) (20)* 



Arthritis* According to 1980 data, over 35^000,000 people In the U-i 
suffer from arthritis, a term that covers more than 100 rheimatic and 
related disorders of the Joints. Older people are most frequently 
affected* In general, more women are affected than men. Ihe ^thrltls 
Foundation estimates the economic Impact of arthricis to be about 
$14,000,000,000 per year. 

An estimated 250,000 ^erlcan children have some form of juvenile 
rheumatoid arthritis (JRA)* JRA, although chronic, is different from 
arthritis that has its onset in people over 16 years of age and the 
prognosis Is usually better than for adults* 

The three major forms of JRA are systemic JRA, affecting about 20 percent 
of JRA children regardless of age and sex| poly-articular JRA, which 
accounts for 40-50 percent of all JRA, affects girls more than boys, and 
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ttsyaliy strikes the small Joists of the ha_wd8 in a eymaetrieal way| and 
pavciartlcular JRA| whleh aceeuQts far percent of all JRA and 

iDltiilly affeetfi only a few large jolntfip Girls with pauclartlcular JRA 
mmy divelop manifestations of Irldocyelicl^s and falling vlsloni In soma 
^c^yg the spine and hips may be aff^eteed (ankylosing spondylitis), 
r^eititnt for JRA Includes medication » rarest * exercise » eye carap a 
l^«linQid dlet» and sometimes surgery. Mt-^lcatlon may Include aspirin , 
nwitiroldal sntl-lnf laraatory drugs p gcsld Injections > antimalarial 
SfugBi corticosteroids I and penicillamine^ 

Osteoarthritis (OA) affects some ISpOOOpDOsc Americans. More comon but 
l«si dflmaglng than rheumatoid arthritis, ©s-^eoarthrltls occurs most often 
i» older people. The spine, welght-bearins Joints, and fingers are most 
^.AkelF to be affected by a breakdown of tKie cartilage followed by bone 
©-^erifowth* The symptoms of OA tend to wo -if sen In women past menopause. 
Selintlsts are studying the role sax hormonses In eartilase metabolism and 
m.w'm iKamlng the biochemistry and structutee of cartilage to answer the 
quagtian as to why damaged cartilage does repair Itself. 

Rfcewiitold arthritis (RA) affects about 500, 000 toerlcans^ — twice as 

^mxiy voaen as men. One out of six patlenC^^ becomes deformed or crippled 
du€ to Joint damage from chronic Inflammatl^^n. In some, the heart, blood 
^^siils, and lungs are also affected* RA trends to be chronic and run an 
^^^fitic course of flare-ups and reel sslons which make therapy 
PA^tieularly difficult to evaluate. 

NZB identlsts have found that RA patients produce a greater than norinal 
Maount ©f antibody to Epsteln-Barr virus because of a defect In the 
T^suppressor cells that normally shut of^S antibody production « Ihls 
di«covsry may serve as a basis for futura research Into the causes and 
P^^vantlon of RA* Other areas under study Kaclude leukapheresls (removal 
of ifhlte blood cells from the blood) and the search for an oral gold 
co«peuttd that Is equally effective but Ihbb escpenslve and with fewer side 
ef fectB than the traditional gold salt Injee^lons (28-30)* 



S^^taiic lupus arytheutoBus* More than 
po^enUally fatal, connective tissue d: 
iupus^rythematosus (lupus). Lupus is dlag: 
peepla each year, almost 90 percent of whoo 
thf ea times 
Ai^motif^t of 
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500,000 Amarlcans have a 
sorder known as systemic 
iQsed In an estimated 50,000 
Lre young women. It Is about 
more coimon in Black than In ^^^Ite women* Ihe disease, a 
the body's Iraune system, ttay affect the kidneys, heart. 
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igS) and central nervous syctem* 
"research are currently concentrating on th# 
i<^«th rates are highest In patients with rC' 
chavsctirlstlcs of lupus are also being 
spouses, and Immediate blood relatives* 



scientists Involved in lupus 
kidney manifestations, since 
oal Involvement* Ihe genetic 
studies in patients, their 
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In 1955, 50 pereent of lupus patients lurvlved 4 years after diagn©gl ^m* 
Today, more than 95 parcettt survive 5 yisrs, and mora than 80 petm^nt 
survive 15 years (31). A further dlecuiilon of these dlsorderfi nay ^ te 
found In the comlesloned pa far' "Lupus Ifythematosus.'' 

Thyroid disorders. Hyperthyroidism occurs 5 times more often In «n 
than In men, usually developing between agis 30 and 50. The most frequirmt 
symptoms Inelude nervousness i Increased letivlty, inereaaed sweatlnt tt»d 
appetite, insomnia, tachycat^la, welglit loss, and hypersensitivity r*o 
heat . 

Not all causes of hyperthyrolC ism are knm though the disorder Is thoufiKht 
by many to be an autolimune d£aease% Thi diagnosis Is eonflraed by blQcaod 
tests. Treatment may conmim t of sntHhyroid medication , radioaatl^va 
iodine treatment, or surgical removal of all or part of the thyroid flailed. 

Hypothyroidism is about faur times more likely to occur In women than « n 
in men. Here, too, the causes are unknovni Symptoms may include swoll^^n 
neck and face, dry scaly sk^n, intellectual impairment, constlpatl©^, 
excess menstruation, hair los& , and cold Intolerance. Treatment consltftts 
of thyroid hormone replacement therapy. 

Fltultary adanoiu. In recent years, a sensitive assay for servDm 
prolactin has been developed* With thji assay, a prolactinoma has hm^n 
Identified as the most frequent type of pituitary adenoma. Bils tumor lis 
a cause of amenorrhea and Inf ei^tllity, but ean now be treated suceesgfuJl^y 
vlth drugs or pituitary surgery. 

PaFmthyroid disorders • In hyp&rparathyreidism, the increased productloEi 
of parathyroid hormone (PTH) My result In fractures » kidney ato^#§ ^ , 
muscular weakness » and abdoio£nal palnsi Farathyrold hormone cont^al 
calcium metabolism in the boBe ^ kidneys ^ and gastrointestinal tract * sft.^d 
In hyperparathyroidism, excess PTH causes Increased calcium In the hlafi**^ 
and urine* Hyperparathyroidism occurs twice as often in women as lt» 
men* It has been estimated t^at one out of every 1,000 routine bloo«-d 
tests identifies one case of h^perparathroidlsm. Recessive PTH secretiOni 
nay be caused by parathyroid hyperplasia (excessive cellular growtb)^ ^ 
adenoma (benign tumor), or ca=^einoma. ftaatment of hyperparathyraidia^i 
Is aimed at controlling the bt^h levels of calcium* Surgical removal otf 
the parathyroid glands Is successful in JO percent of the cases ^ KlM 
researchers are studying the mechanisms that control the secretion i5Mf 
parathyroid hormone In both tht clinical and laboratory setting. 



Exercise and Physical Fitness 

A lO-^year study of longevity in ^erlei has shown conclusively t%At^ 
regular exercise, alone with otlier good living habits, can help Incraa^i^ 
life expectancy by as much as 7 years f or wooen and IX years for men « 
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Fhysleal SKerelse eontrlbutes to good health by enhanelQg musculoskeletal 
strength and flexlbllltyp Improving the effleleney of the heart and 
lungs p assisting in weight reduetlonp protecting against adult onset 
diabetes p reducing emotional stress p and strengthening stamina and 
self-image * 

In 19S6p the Fresident-s Council on Youth Fitness was established in 
response to the poor perfonunee of American sohool children in 
standardised physical fitness tests* When It was recognised that the 
fitness problem permeates all age groups p the Fresident's Council on 
Fhysical Fitness and Sports (FCFFS) emerged « 

Todayp the FCFFS promotes physical fitness in persons of all ages 
including the elderlyp and its activities are an integral part of the 
national preventive health care program* Council programs include 
technical assistance to schools p clubs p recreation agencies , and 
employers; regional clinics and workshops in physical fitness and sports | 
a public information campaign! ^nd a special Fresidentlal Awards Frogram 
(32). 

In its 1980 publication "Promoting Aalth/Freventing Disease: Objectives 
for the Natlonp" the FRS proposed a series of specific objectives aimed 
at Improving the health of ^er leans by the year 1990 • Fhysical fitness 
and a^erclse were listed among the 15 priority areas* 

It was pointed out in the report that "through physical fitness and 
exercise activities have increased in recent years* # *generous estimates 
place the proportions of regularly exercising adults ages 18 to 65 at 
something over 35 percent «" Also noted was the fact that certain groups 
demonstrate disproportionately low rates of participation in appropriate 
physical activity p including girls and women , older people p physically 
and mentally handicapped people of all ageSp inner city and rural 
residents p people of low socioeconomic status p and residents of 
institutions* Accordingly p the following long-range objectives were 
proposed: 

• By 1990p the proportion of children and adolescents p 
ages 10 to 17 participating regularly in appropriate 
physical activities p particularly cardiorespiratory 
fitness programs which can be carried into adulthood , 
shoud be greater than 90 percent. 

• By 1990 p the proportion of adults 18 to 65 
participating regularly in vigorous physical eKerclse 
should be greater than 60 percent. 
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o By 1990| 50 percent of adults 65 years and older 
should be engaging In appropriate physical actlvltiep 
e.g*, regular walking, swlmilngp ©r other aerobic 
activity* 

The PES defines ^'appropriate physical actlTlty*' as "exercise which 
involves large muscle groups in dynamic movement for periods of 20 
minutes or longer, three or more days per weekp and which Is performed at 
an Intensity requiring 60 percent or greater of an Individual's cardie- 
respiratory capacity*" 

Other specific objectives listed by PES include increased public and 
professional awareness » Improved services, and Improved surveillance and 
evaluation systems related to physical fitness and eKerclse* 

Since women have low rates of participation In appropriate physical 
activity I these objectives are particularly important for them. 

The challenge to work cooperatively towards these goals has been taken up 
by the five major agencies of the PHS* Through their efforts and those 
of education! industry, labor, and cosmunity organliatlons. It is hoped 
that the momentum toward improved physical fitness will continue, 
contributing to a longer, more healthful and enjoyable life for all 
Americans • 

"If exercise could be packed Into a pill. It would be the single most 
widely prescribed and beneficial medicine In the Nation," says Robert N. 
Butler, M,D*, former director of the National Institute on Aging and 
current Brookdale Professor of Geriatrics, Mount Sinai School of Medicine 
in New 7orka Like any medicine, hovever, too much, or Inappropriate use 
of eKercise can be harmful. Excessive physical exercise can lead to 
heart attacks, musculoskeletal problems, and amenorrhea in women* 
Intensity and duration of any exercise program should be dictated by the 
individual's health, age, and physical condition. 

Research Is needed to Identify more clearly the benefits and hazards of 
different types and levels of exercise In women and men of different ages 



Cosmetics, Cosmetic Surgeryj and Megavltamlns 

The contemporary societal noras of what constitutes an attractive woman 
suggest one who is pretty, young, and slender, with attractive facial 
features and silky hair. Bie various media support and actively promote 
this image of today's desirable woman. In striving to meet these 
expectations, women must be aware of both the potential benefits and 
detriments to their health which may occur. For example, many women of 
all ages are embarking upon exercise and dietary regimens that may be 
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beneficial to them. Certainly the PHS 1990 objectives for the nation 
esphasl^e and eneourage sound nutrition and exercise programs for women 
of all ages* 

In addltlDn^ women are more likely than men to useg and to be encouraged 
to uaep a variety of other means to achieve the desirable physical 
norms ^ facial cosmetics, diet aids, perfumes, douches, hair dyes, creams 
and lotions, bath products, special shampoos and conditioners, and even 
plastic and reconstructive surgery • 

While many of these cosmetics may make a woman look and feel more 
attractive, they may also pose a health risk* For example, the 
ingredients of some beauty prDducts may Induce skin rashes or allergic 
reactions • Cosmetics that are improperly used or stored too long may 
become contaminated with harmful bacteria which can cause skin or eye 
infections. Misuse of vaginal deoderants or douches may make a woman 
more susceptible to vaginal infections* 

At the extreme end of the spectrim are the use of diet and beauty 
products which make false or misleading claims (such as, the diet pill 
claims, "lose 10 pounds in 2 days," or a bust developer which promises to 
"increase your bust size five inches in two weeks"). Aese products may 
do harm to both a woman -s health and her pocketbook. 

Women of all ages, and indeed everyone, should become more familiar with 
the concepts of basic health and nutrition and, as consumers, learn how 
to read product labels and advertisements with care, and to consider how 
the products they use may affect their healthp Many women assume that 
cosmetics are tested as rigorously for safety before marketing as are 
drug products- ^wever, while cosmetics do undergo premarket testing by 
industry, industry is not required by law to prove their products to be 
safe and effective as producers bf drug products must. The FDA, which 
regulates cosmetic and beauty items, does require ingredient labeling and 
varnings on cosmetic products (e.g., "use as directed," "do not use on 
broken skin," or "If rash develops, discontinue use")* l^ile it is 
sometimes difficult to resist the lure of cosmetic and beauty ads, each 
woman should read product information carefully before buying. 

Women may also choose to alter the way they look through reconstructive 
or plastic surgery (such as face lifts, surgical reduction of hips, 
buttocks, and breasts | breast implants | etcetera). For many women who 
need reconstructive surgery after cancer, accidents, or birth defects, 
such alterations can Improve both their mental and physical health* For 
healthy women who choose cosmetic surgery to Improve their looks, the 
efects may also be positive, but must be balanced against the risks 
associated with such procedures. For example, breast Implants containing 
silicone gel have been known to leak and, in rare instances | to break. 
When this occurs, not only %^11 the woman have to undergo surgery to 
replace the implant, but will also have to contend with the possible ill 
effects of silicone gel migrating into her tissues or bloodstream* 
Liquid silicone has also been used for removing wrinkles, crow's feet. 
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and acne scars. However, because of some of the severi health 
conmequences associated with such a procedure (formation of cyits or 
tumors s swelling, discoloration ^ and even death), It Is lloitid to 
experimental use for cases of severe facial disfigurement. 

Fat suctioning^ a surgical procedure used In treating obesity, Is also 
becoming popular^ but has not been studied extensively for its effaets on 
health. 

Proper diet Is another critical factor that affects the way weoan look 
and feel* As mentioned earlier in this chapter, more than 25 pircint of 
American women are considered overweight . Motivated by desire to aehlave 
the societal norm of a very slender body, many women are siisceptible to 
the claims made for special diet plans, diet aids, and nutrient iupple*- 
ments. However, these women must be made aware that restricted to one 
type of nutrient (e.g., liquid protein) may have severe and evin fatal 
health consequences* ^e use of certain vitamin supplements (vitamins A 
and D in particular) in megadoses may also have adverse health effeets* 

In general, women have to use coomion sense when it comes to cosmitle usa, 
dieting, and weight reduction. They also need correct inforoation on 
sound nutrition, dietary habits, and exercise, and their relation to 
weight loss* 



Labor Force Fartlcipatlon and Health Status 

If there are any biological factors causing differences in nortality 
rates between males and females in the same occupational envlfonfflint, 
they are as yet unknown because so few occupational studies have Included 
female workers^ Thus, research so far has not shown women t© have a 
higher susceptibility to toxic substances than male coworkers- flowiver, 
there may be psychosocial differences that render women more susceptible - 
As discussed in Chapter One which examined the social factors affictlng 
women's health, several adverse occupational health consequences affect 
women in particular, not because of any intrinsic differences in their 
susceptibility, but because of the heavy concentration of women in jobs 
that involve hazardous processes or working conditions « For eMmplij the 
repetitive movements of hands and wrists required in predoilnantly 
female^occupied jobs such as the garment, electronic, and other light 
Industries, including food service, can cause carpal tunnel syndfOia and 
tenosynovitis^ aese InflsBmatory disorders affect hands, wristi, and 
forearms, and often require surgery. Cashiers and clerical workari may 
be similarly affected. 

Hospital and health care work have been rated as high-risk occupations by 
the National Institute of Occupational Safety and Health, becaufie these 
occupations esipose workers to a variety of chemicals, sterilising agants, 
disinfectants, ionising radiation, anesthetic gases, radlolsotopiSj and 
hepatitis B and if>ther infections. Additional potential haEarde Include 
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ffiusele strain from lifting | eleetrle ihock from poorly m^alntalned 
equipment p and high levels of psychological Job stresi aasocl^Bted with 
ihiftw^rk- ^ong the adverse outcomas froa these potential dB^^gers are 
eancer^ reproductive problema, kidney and nervous systefa damage » 
hypertension p heart di8eage» gastroiiitiatlnal disorders* ; parasitic 
Infections I hepatitis, and exhaustion. 

The la^x^sast occupational group ©f women, clerical workers, fSaee more 
subtle hazards. Hany problems are exacerbated by sudden 1^0^ rk place 
changes brought about by the interface of new automated equip^sent with 
the e^^lsting physical enviroraent (such as, furniture, lllukmlnation, 
ventilm^lQn systes, etc.) coupled with Increased organisational demands. 
The resulting psychological Job stress and economic problems tuave been 
related to the following health outcomes! heart disease ^ head^o^heg eye, 
nosa, and throat irritation^ dertoatltlSi ind visual^ musculo^^keletali 
ga8troi.mcestinal , and sleep disorders. 

Amotig blue collar occupations, the approximately 450,000 fem«l^^ textile 
employees (garment workers, stitchers, and Tiavers) face a ^a:^a:lety of 
potential hazards besides carpal tunnel syndrome and relat^^^ tendon 
diseases. ^leae workers are In dally contact with formaldehjd^m (BQffi), 
flame sfetardants, asbestos, cotton du§t| dyes, bensidenB^ cleaning 
fluids p earbon disulfide , and haEardoui iqulpment . ^ a f^gu^ ^ ^ ^ this 
group suffers a high relative risk of cancir of the reprodu^ti^p^e organs 
thaa most more other oceupational groups. They are also at hlgti risk for 
bysalnosls (an occupational respiratory dlieaie)| cancers of ^h*^a buecal 
cavity^ breast, and bladder | and numerous accidents « 

The Jewalry industry ^ which employs a high proprotion of v^^neni has 
created a particularly complex and patentlally dangeroua ehemieal 
enviroi^Dmst • Many nonstandardized proceeiia performed In Vo^^fe places 
with higli heat In suaaBer and poor ventilation in winter , utili^# arsenic, 
cadmium ^ mercury, beryllium, lead, silica powder, acids, gJiK^ea, and 
erganle solvents. The pressure to work viry fast while uglcng these 
substam<^es increases the risk of chemical spills which can r^esult In 
serious burns « Respiratory diseases and cancer are coBmon aflopng this 
group. Hair dressers and cosmetologists coast Itute another group * at high 
risk f^x cancer, ipartlcularly of the utirui. Bladder dlsof^Bers and 
rtsplracory infections can result from exposure to the va^ldi^^s dyes, 
eol'vents ^ vinyl chloride, and spray can propillants used by besu^i ^^eians. 

Meat wrmpping, performed almost exclusively by females, puts wOao^kerg at 
risk fox asthma and other respiratory dlsdrders that may Tm0^m^lt from 
iKpoaur^ to the hot plastic wrap fumes. Ihese workers are ^£fl.so mora 
likely to have aocldents with knives 1 eaws, Mchines, m^^A other 
€qulpnent~some of which may not be well lalntained. Other pMetential 
hazards are slippery floors and hot grease fipUls. 

The occupations mentioned here are merely ixamples of the m^n^ female^ 
dominated Jobs that present serious heaUh threats to wometi «PWorkers. 
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£l^d^eerbatlng the phyeleal itrain and tension of these Jobs may be sexual 
h^r^assmant whieh has been linked to such s^ptoms as gastrointestinal 
dis.^ orders, Increased eonsiuiptlon of alcohol and tranquilizers i nausea » 
h#a^dache» drastic weight ehanges, and Inability to concentrate. 



MliL^^erlty groups In the United States were Identified by the U.St Census 
lur^^au In 1980 as Aaerlean Indian/Alaska Naelvei Aslan/Paclf Ic Islander, 
Bit* €kp and Hispanic. As discussed In the comlesloned paper "Special 
Qon^^mTnm of Minority Women,'' there Is a great diversity both between and 
vitUiln these minority groups* The Hispanic group Includes Puerto RlcanSp 
Cub^aas, Mexican American, and others | the Asian/Pacific Island group 
isc^^udes 25 subgroups such as Chinese, Japanese, Flllplnl, Korean, East 
iDd^^an, Hawaiian p and Samoaoi and the American Indlan/Alaika Native 
popvilatlon Includes more than 300 tribes, all with diverse cultures and 
lansuAges. This diversity Is less evident within the Black population, 
but does exist. Black immigrants from outside the U.S. are Increasing, 
and this group now includes Haitians, Nigerians, Ethiopians, banians » 
Ja^^alcanSi and other West Indians* In spite of this great diversity , 
tht^e groups all tend to have less education, poorer housing i and higher 
Une^sployment . These factors influence the socioeconomic and health 
ota^^us, both physical and mental, of miority women t 

Mlfltt^rity women In the U.S» carry a disproportionate disease burden. Life 
^^P^sctaney is shorter, and there are higher rates of Infant and maternal 
^of^teality. Minority woman have a higher prevalence of chronic diseases 
Bxxctms, as diabetes, hypertension, cardiovascular disease, and certain types 
®f ^=sncer# Minority women are dlsadvantged socloeconomlcally land their 
hwl— th problems arep therefore, influenced by poverty ^ poor nutrition, 
loi? motivation and Belf-esteem, and adverse or hostile environmental 
fa^t^ors (33). 



VX0PmmfL±Q vomen* The U.S. Hispanic population is young, growing, and 
Mg^—ly urbanlEede It Is multiracial, containing Blacks, browns, and 
Vhi^zmm* Its attachment to the Spanish language and ffl^spanlc culture Is 
Btto^mgm Far from being one homogeneous ethnic group, it Is composed of 
dt0t Inct Spanish origin groups, each of them concentrated in a different 
regl*^n of the country • While tied together by a coMion cultural 
fc^^k^^round, language » and religion » each group presents distinct social 
s^d «ieconomle profiles • 

* most important characteristics of the Hispanic group that relate to 
the Biealth Issues of women are age distribution and low economic status* 
Blsp«anlcs are a much younger population than the general U*S* population ^ 
with s median age of 23 years. One-third of Its population Is under 15 
yaarMS, and only 4.9 percent are over 65 years of age, compared to 11.3 
perc^snt of the general population. Because It is a young and relatively 
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fertile populaCloPk find Q^v^ious health iague Is prenatal and parlnatal 
health eare mtki he%lth ear^ foif children* Four factors which have been 
proven to neggttveiy inf liJfc^nce pregnancy outcome—extremas of maternal 
age I nultlparlty, Jos gQci^^economic standing, and late-stage prenatal 
eare^^are present tfl lariet numberii of pregnant^HiBpanic women than in 
the general 11*8* population ^34, 35). 

Other health probleijji of thl^^ population include infectious and parasitic 
diseases s diabetes * ebiiityi anemia, and hypertension* 



Aaian/Paeif le Isl^i^d Veseii* Asian/Facif ic Island Atterieans are one of 
the smallest but fa^tin gro^^ing minority groups in the U,B* The special 
health problems and mts of Asian and Pacific ^erican women are closely 
related to their r^ciiit tHiffi^d.gration and disproportionate representation 
among new lioslgr^^ta and r^efugees* Among new ImigrantSj cultural 
barriers I includlfJE mnt% l^anguage difficulties and unfamlllarlty with 
the health caM ^^fitiiip ^mTm serious deterrents to health service 
utilisation* for t^tm who mttempt to gain access to the system^ the 
lack of cultural i^Bsitlvlt^ to their special problems within the system 
is a grave detetr^nti Isttteeme cultural and language diversity among 
Asian and Faclflc Ai^ifieans ^^Iso means that health services and education 
programs cannot b^ truly successful unless th jse differences are 
addressed. 

Because of the rfilativtl^ ^^mall number and recent appearance on the 
teerican scene of this pp^ul^^tlon, health policy makers and health care 
providers may not h$ hxAti^mT with their special needs* The lack of 
health statistics B'^^dtia this group further compounds this problem* 

tenetic disorders P\ich is al^ha and beta thalassemia , other hemoglobino- 
pathies, O^SFD defieiincy^ and diseases such as hepatitis B and 
nasopharyngeal » and iteiach ^sancers are very conmion in certain subgroups 
of this population* Ivan seemingly rather simple matters, such as 

drug prescription J hisUh c«^^e providers, need to know that the dosage 
prescribed for the «iaJotlty ©f Americans may be far to© high for many 
Asian and Faclfic AflitlcM#* Special modification of certain surgical 
procedures (as in c^aUraet ^surgery) may also be necessary because of 
special anatofflcal features. 



Mieriean Indlau/Al#sia htt^m wnen* Mthough life expectancy at birth 
has increased 3*9 >mB (to 75*1 years) between 1970 and 1980, life 
expectancy for Indlat^ veiin still 2*4 years less than for all women In 

the U*S* IndlM W^'talitf rt^tes exceed those of the general population* 
The leading causes of duth f^mT Indian women are heart disease, accidents, 
cancer, diabetes » eh^enle livw^r disease, and cirrhosis* Cervical cancer 
Is rapidly beeomlni a iijot kmaalth concern within the Indian population* 
Alcohoiism and its Btim§ the lives of Indian women Is a major health 

problem* In 1980, thi alcohon^lsm death rate among Indians was 5.5 times 
the rate for U*it (^Ura^^i^)* fetal alcohol syndrome or other fetal 
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alcohol effeetB related to birth defects due to eKoesslve alcohol 
consumption during pregnancy may be as high as 38 per 1,000 woman of 
childbearlng age, while data for the U.S. population as a whole shows the 
national rate (estlQate) Is 1 in 750. 



Black women. Of all minority women, Black women are the most 
vulnerable . From the American historical perspective of slavery grew a 
strong matriarchal orientation in the family group which still charac- a 
terizes the Black family today* In the many Black families today , the'^ 
Black woman continues to be the organising family member who bears the 
dual burden of providing nurturing as well as economic support for the 
family unit* 

Disadvantages in education and emplo^ent place women In a leas competl* 
tive position In ^erlcan society. Health status data available testify 
to the impact of these aocloeconomic forces on Black women and their 
children. Black infant mortality is twice, and maternal mortality three 
times that of Whites. Life expectancy of Blacks Is six years shorter 
than that of White- Systemic lupus erythematosus Is estimated to be 
three times more comon In Black than in with women. Black women have 
three times higher rates of high blood pressure » and deaths from 
hypertensive cardiovascular disease are twice as high for them as for 
White women* Black teenage fertility is high and the rates of divorce 
and separation are five times those of Ites. Deaths due to diabetes and 
cancer are higher In Black women than in Wilte, and four times as many 
Black women die from homicide as do White women* 

Sickle cell disease affects one In 625 Black newborn Infants and remains 
a significant cause of mortality and morbidity for both Black women and 
men (24, 33, 36). 



Summary and Conolusions 

Three major objectives should be pursued with regard to thm physical 
health and well*-belng of women* 

# In addition to taking responsibility for their own 
health through modification of health^estructlve 
behaviors I such as smoking and drug and alcohol abuse , 
women should adopt practices which enhance well-beings 
e*g*, healthful nutrition and appropriate exercl^se* 
To this ends education and outreach programs should be 
initiated or expanded, or both, through all the public 
media and all relevant public and private 
organizations* 
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• Thm seareh for thm mmuBmm of canear In women » its 
treatment and cure must be continued , and simultan- 
aously, education programe should be designed to 
stress the Importanae of prevention and early 
Identifieatlon of potential mallgnanoles through 
regular soreenlng, Inoludlng breast self-examination 
and "Pap^ smear testing « 

Particular efforts should be made to enter Into 
continuing programs of health assistance and 
counseling to those groups of women whO| because of 
ethnic t social p or economic reasons may be more 
vulnerable to health risks and receive less adequate 
health care than others » 

In addition to these fundamental objectives » the Task Force proposes that 
attention be given to the following Issues* 

• In a society where health care has become Increasingly 
specialised and fragmented » attention should be given 
to strategies for organising health service delivery 
systems that can address the many different health 
needs of women age 45 and over» 

a The search for Improved diagnostic and treatment 
techniques for breast » lungp and other forms of cancer 
should be Intensified* Research directed at smoking 
cessation and prevention of smoking Initiation should 
be expanded. 

a Iducatlonal programs should be designed to stress 
prevention and the Importance of early Identification 
of potential malignancies through regular screening i 
Including breast self-examination and "fap^ smear 
testing* 

• Accessibility of diagnostic and treatment services for 
cancer should be Improved « especially In rural and low 
Income areas. 

a Be search should continue and be expanded to develop 
new and better contraceptive methods for women and 
men» with special attention to the development of 
birth control methods to meet the special needs of 
handicapped and retarded women* 

a ieimally active adolescents should be encouraged to 
use contraceptives and their access to contraceptive 
Information ahould be Improved* 
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• Iduca^^-on dlracCed at the praventlon of saxually 
trinsf&^tted dlieases (STD) shauld hm aKpandedp 
iiptei^&lly at sehool^age lavel. The consequences of 
ilDs . £oT fertility and childbaaring should be 
stris0^^d« Young vomen should he taught how to use the 
hisltti system^ and efforts should be aade to redsuce 
thilr ^^aar of pelvic examinations # 

• DiBlnP^^tlc techniques for herpes and chlanydia 
tmho^^mMttm infections should be Improved and 
avail^Wlllty of screening programs should be expanded* 

• Wtt advised to have a hysterectomy should be 
iDeouraL_ged to seek a second opinion before consenting 
to suv^gery, ayslclans and other health care 
proft^s ionals should attempt to make women feel more 
copfort.^^ble in their decision to seek a second opinion 
and sticteuld weigh other options and discuss these with 
pitiwtr^ before recommending hysterectomy- 

• lUottB toward prevention of unwanted pregnancies 
should ^e intensified through improved counseling and 
conCta" ception education programs* Thts is of 
parttcu^3.ar concern among teenagers > 

m Addltioteaal research should be conducted on the health 
and so^olaaconomic risks and benefits of delaying 
childb^^mring until after age 30 « 

m li ai^a„ilablllty of genetic counseling and screening 
sirvtce^^ for couples should be improved and expanded • 

• Ifferti to offer educational services to pregnant 
idolts^^^nts and teenage mothers should be intensified 
to itie«>"urage them to finish high school and learn 
lUfkitd^^le skills so as to enhance their potential for 
economics self'-suf ficiency • 

• Xargi'-^teale randomized controlled clinical trials 
ihould conducted to assess the safety and efficacy 
Q} iitr^^gen replacement therapy In the prevention of 

• lMfit#e*^-d publicity should be given » particularly 
dlrK^tgd to women and physicians » to the findings of 
thi 19^4 KIR Consensus Development Conference on 
Catiopor«^sls. Special prevention and demonstration 
frof^Mi should be established. Instructing women as 
to hov fsroper nutritlonp exercise, and weight control 
ciQ f %du«Ke their chances of developing osteoporosis* 
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• Studies on the esuiii and treatment of anorexia 
nervosa and bullBia ihou^ad be expanded in light of the 
growing incldene of theP^ dieorders* 

• The use of oegadogi vltar^ins should be discouraged by 
educating women ai to their hazards and lack of 
benefit. 

• Biomedieal research into the causes of early labor and 
delivery should be intios if led . 

• The importance of eaf^y prenatal care, including 
nutritional supplefflenti rrfor low ineome women, should 
continue to be stressid in public education programs 
(especially among nlwrlt^y and low income populations) ^ 
so that high risk prignateicies ean be identified early 
in gestation and the higlte incidence of premature birth 
and low blrthwelght Infan^r^s can be reduced « 

• Health agencies and pto^^^ders should be encouraged to 
adopt and implement tha r^=«commendations drafted by the 
1984 Surgeon Generare ^^orkshop on Breastfeeding and 
Human Lactation* 

• Khen establishing staft^dards for prenatal care, 
agencies should taklint 45 consideration the findings 
of NIH Consensus Devilppm^ent Conferenees on the use of 
ultrasound 9 antenatal diaji^nosis. fetal monitoring, and 
cesarean childbirth. 

• Continued collaboration should be fostered between 
service delivery and ^^esearch agencies so that 
advances In the dlapoil^s and treatment of perinatal 
problems can be Ineorpoitt^ated Into the health care 
delivery system without u^^due delay « 

m Communication between re^search and service agencies 
should be enhanced I lep^^cially with regard to the 
exchange of research f^tsdlngs on early pregnancy 
losses and family coping m ^rategies» 
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Speoial Health Goneerns of Sthnle Minority IVbmen 



Introduotion 

The Unltad Statei Bureau of the Census in 1980 counted 32, 092 ^ 248 
Individuals In the Nation who belsng to ethnic minority groups- These 
Individuals comprise 23*1 percent of the total population and Include 
Aoerlcan Indians and Alaskan Natives , Asians and Paelfle Islanders > 
Blaeka and Hispanics* 

The concept of race as used by the Census Bureau is not based on a clear 
cut scientific definition of biological stock. Instead, the Census data 
are based on self-^classlf icatlons by respondents themselvr.s* In this 
report^ we use the same classifications of respondents to the 1980 Census 
to addrtss the health Issues of ethnic minority women. I.e., American 
Indians and Alaska Natives, Asians and Pacific Islanders, Slacks and 
Hispanics* Females in these minority groups number 23,478,866, or 45,1 
percent ©f the total ethnic minority population (1), 



Commonalities Among Ethnic Minority Women 

Despite the cultural and racial diversity of these minority groups, they 
share some comonallties that significantly affect their health status, 
Although there have been improvements in recent years, all of these 
groups continue to suffer disproportionately from discrimination, unequal 
access to educational opportunities, unemplojment , and social prejudice. 
These factors affect the quality of life for ell ethnic minority groups, 
and they have an impact not only on the econOTlc status and educational 
attainments of minorities, but also on their physical and emotional well^ 
being. 

Minority women in the United State suffer a disproportionate share of 
illness • According to all available health indexes and disease 
prevalence data (2) used to assess the health status of the U,S. 
population and Its subgroups, ethnic minority wraen eKperience higher 
Infant and maternal mortality rates; greater prevalence of chronic 
diseases such as diabetes, hypertension, cardiovascular disease, and 
certain types of canceri and a lower Ufa expectancy than their White 
counterparts. 
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Bomm of the health conditions afflicting ethnic minority women » such as 
cardlovasculsF disease and hypartenslcni may well he related to the 
chronle stress and anxiety associated irlth their minority status In 
toerlcan society- Socioeconomic disadvantages contribute to the dispro^ 
portlonate frequency and severity of Illness among these minority women. 
In many Instances » a health problem In a minority woman Is compounded by 
povertyi poor nutrition. Inadequate education, low motivation and self^ 
esteeop and adverse environmental circumstances. 

The cultural histories o£ these ethnic minority groups In the United 
States also adversely affect their health status by hindering their 
access to the health care delivery system. For escample, many Asians and 
Pacific Islanders, as newcomers, still cling to their traditional norms 
and consequently have not aqutred basic InforMtlon on how to acess the 
health care system (3). American Indians and Maska Natives, the 
original toerlcans who were displaced, and Blacks, who were Introduced 
into toerlcan society as slaves, still harbor deep-seated distrust and 
resentment toward a health care system administered primarily by White 
males and perceived by many in these groups to be hostile. Insensitive 
and not oriented toward the best interests of minority groups. 

In addition to these commonalities among these ethnic minority groups, 
there are particular Issues that apply especially to specific groups. 
The remainder of this paper focuses on the unique health problems of 
women in each of these olnorlty groups. 

American Indian and Alaska Native ¥Qaen 

There are approximately 500 federally recognized American Indian and 
Alaska Native groups located throughout the United States (4)* The 
majority of Indian people live primarily on or near reservations and in 
States designated as traditional Indian country such as Oklahoma and 
Maska. Approximately SO percent of the American Indian population 
reside In urban communities across the country. While languages, tribal 
customs, and religious beliefs vary among Indian tribes and Alaska Native 
groups, maintaining their unique cultures Is of critical Importance to 
all of them. 

Merlcan Indians and Alaska Natives number over 1.6 million. As a group, 
Indian people are younger than the general population* The median age of 
^erlcan Indians Is 22.4 years, compared with 30 years for the general 
population, and the majority are in the 10^19 age group* Indian families 
tend to be larger than those In the general population, averaging 4*6 
persons compared to the national average of 3.8 (1)- 

Slightly more than half the total Indian population are women. A recent 
study reveals that since late 1960, life expectancy has increased 3.9 
years for Indian women. Nevertheless, at birth Indian wraien have a life 
expectance of 75*1 years compared to 77-5 years for all other women (all 
races) in the United States (5). 
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Health Pgebl<ia» of ^eglean ladlan and AlaBka Mativa Vommn 



Among haalch Issues and prablems unique to women In these groups are the 
following I 

Sourees of eare and health trends. Health servlees. for Indian wom^n 
are provided hy the Indian Health Servlee (IHS) through its organized 
system of eomunlty hospitals , anhulatory ollnlcsj and Contraet Health 
iervleas program * Tribal govermients are playing an Inereaslng role in 
the delivery of health servlees* .The migration of Indians to the el ties 
in the early ItSOs and the subsequenee emergenee of the "Urban Indian*' 
has also had an Impaet on the health status of Indian women* 
Unfortunately^ it has meant trading reservation poverty for urban poverty 
in an alien enviroraent* As in the general population, Indian women are 
the primary users of IHS faetllltlas, aeeesslng the health care delivery 
system both for themselves and their families. Aeeording to IHS data 
(4)p the eategorles of hospital servlees most often required by Indian 
women Include complications of pregnancy, childbirth , and puerperlum. 
The leading cause of death for Indian women Is heart disease, followed by 
accidents, cancer* liver disease other than cirrhosis, and cirrhosis* 
Obesity and diabetes continue as major health concerns for Indian women, 
and cervical career is rapidly growing as a major health problem, 

A great deal of progress has been made over the past 20 years in 
decreasing maternal and Infant mortality and morbidity. IHS data (4) 
Indicate these decreases since IfSSi infant death rate, by 77 percent i 
maternal death rate, by 86 percent | death rate from pneumonia and 
influenza, by 73 percent; death rate from tuberculosis, by 94 percent. 
Major reductions of mortality and morbidity rates have also been made in 
diabetes, which became a significant health concern in the 1940s and 
continues to require special emphasis. Despite these improvements, 
however, Indian infant and maternal mortality and morbidity rates 
continue to eicceed those of the general population (4). 

Alcoholism and aleohol abuse. One of the leading health concerns of 
Indians and Alaska Natives Is alcoholism and alcohol abuse. The 
devastating effects of aleohollam have implications for all aspects of 
Indian society. The toerican Indian and Alaska Native age-adjusted 
alcoholism mortality rate in 1980 was 3.5 times that of the U.S. all 
races population. Alcoholism rates (1978-1980) for Indian females are 
lower than for Indian males, 28,0 versus 49.3 deaths per 100,000 
population* A dramatic differences, however, exists between Indian 
females and the U.S. female population. The Indian female population In 
the age groups 3 J to 44 years, 45 to 54 years, and 53 to 64 years 
experienced alcoholilsm mortality rates during 1978-1980 of 81-8, 100-7, 
and 62*7 deaths per 100,000 population. These rates were 13.6, 8.5, and 
7*3 times that for the U-.S- female population in 1979 (6). 

Drinking during pregnancy Is now recognized as the second leading cause 
of birth defects in the United States, Including not only lesser 
deformities termed fetal alcohol effects (FAE) but also the constellation 
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of ttmjor bl^fch d«fe&f.& kiioim as the fetal aleohal syndroDe (FAS)- 
Researeh undmrvay en thii FAS and FAE Is ravaailng thm magnitude of these 
prablema In the AmeirlCAn Indian eGtmnunlty (7)- 

ftellmliijiry rasults of Ifii<»fipon8evad raseafch show that aleohel abuse and 
related ^^reblems vary greatly throughout the Indian population, 
niereforep hhe Inoidenee of fetal aleohol dk^mage will also vary sines the 
ocourrence &'fid degree of damage ean be expeoted to parallel aleohol 
eonsumption m'^d abuse « Available dat;a indloate that the rate of toerican 
Indian women giving birth to at If^^st one FAS ehlld may vary from 30 per 
I9OOO women of ehildblearlng ag9 in some tribes to 3 or 4 per 1,000 in 
other tribes In the general U.S. population, it is estimated that FAS 
oeeurs In 1 to 3 of ^va?y 1,000 births (7)* 

Barriers to health iaprovaants« ^e enviroiment and eeonomle status 
of Indians has also affeoted Individual health status and health care 
practlees. Oalj 20 years ago, many Indian homes were without Indoor 
plumbing, electricity, and adequate sewage disposal. For example, on the 
Havajo Reservation in 1964, this was the ease of three-fourths of the 
homes. Today, the proportions are reversed! thre« of every four Navajo 
homes have these basic healthy hygiene, and sanitation necessities. 
These recent improvements have stimulated major lifestyle changes and 
have produced significant health benefits for many American Indian and 
Alaska Native women. Despite many basic environmental improvements, 
however, there is still much to be done. 

Disadvantaged economic aonditions continue to play a major role In 
depressing the health status of American Indian and Alaska Women* Census 
reports for 1980 show t^at the percentage of Indians and Maska Natives 
living below the poverty level is more than double the percentage in the 
general population. Indian unemployment rates are twice as high as in 
the general percent compared to 6.5 percent for women in the general 
population (1)« 

Stress I a sajor cause of HI health among Indian women* Compared to 
White women, a higher percentage of Indian women are single heads of 
households and play the dual role of breadwinner and homemaker. Of 
Indian women 16 years and older, 47.3 percent are In the labor force, 
eompared to 49* 6 percent of women in the general population. Indian 
women often do not have adequate access to education and training 
programs to prepare them for well'^paying jobs. Also, the remote 
locations of most Indian r^iservations and a nonexistent reservation 
economy severely limit emplo^ent opportunities and earning potential. 
The stress Indian women eKperience by being single heads of household is 
compounded by a struggle to balance the sometimes conflicting values and 
beliefs of two very different cultures. 

In spite of the many challenges and obstacles often faced by Indian 
women, many continue to ci^ert a strong Influence and a positive Impact on 
Indian society. Thlfii Is evident from the important accomplishments 
achieved fay Indian women in Improving health conditions for themselves, 
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thmiT families p and their eonnaunltles . In many Instances , It hap baan 
Indian wonen who have taken the lead as teachers and health care 
providers « Natural outlets far the talents of Indian women are careers 
In the medical and paramedical prof esslonB • ^ 

American Indian and Alaska Hatlve women are demonstrating their 
leadership qualities in many fields. There are 65 Indian women who are 
elected heads of tribal governments. In the newsletter **OH0Y0'' written 
for and about American Indian and Alaska Native women. It was noted that 
one-third of Indian physicians are women , compared to 16 percent in the 
general population^ Women constitute 11 percent of Indian dentists and 
28 percent of Indian lawyers * again higher percentages than for the 
Nation as a whole. The newsletter stated that Indian professional women 
tend to bring their skills back home to serve Indian people*' on the 
reservations. In a recent Indian health publication, the conclusion was 
drawn that ^Indian women continued to bs primarily motivated out of a 
sense of responsibility to the conaaunity with a goal to serve Indian 
people*" (8). 

Asian and Pacific Island Women 

Asian and Pacific Islanders are among the fastest growing minorities In 
the country. According to the 1980 Census, ^lans/Pacif Ic Islanders, 
more than (25 subgroups Including ainese, Filipinos, Japanese, Asian 
Indians, Koreans, Vietnamese, Hawaiians, Samoans, Guamanians, Burmese, 
Cambodians, Laotians, ^als, and others) number 3,726,440 and represented 
1.6 percent of the U.S* population- To data, more over 700,000 Southeast 
Asian refugees have settled in the United States | another 52,000 are 
expected to enter each year in the near future (9)^ 

Between 1970 and 1980, the population of Asian/Pacific Americans 
Increased 142 percent, from 1,538,721 to 3,726,440. Most of this growth 
Is accounted for by the lifting restrictive imilgration policies toward 
these groups In the mid-1960s and the influx of Southeast Asian refugees 
since 1975. A change in the census definition of Asians also contributed 
to the increase. Wie trend of rapid growth is likely to continue (9). 

In the 1980 Census, there were 1,925,883 women In the Asian/Pacific 
Islanders population, representing 51.7 percent of the total. Of the 
1,492,586 Asians limigratlng between June 1, 1969, and September 31, 
1979, 54 pr-^nent are females. Among the Southeast Asian refugees who 
have entere jince 1975, approKimately 45 percent are females (3, 10, 11). 

Health Probleas of AsAan/Paclfic toerican Women 

Health issues and problema unique to Asian/Pacific Merlcan women include 
the followingi 

lAcfc of statistical data. Secause of their relatively small numbers, 
Asian/Pacific toer leans are not usually identified in health survey datai 
they are either ignored completely or submerged under the "Others** 
category. Tragically, health policy makers often equate the lack of data 
with an absence of health problems and needs In this population. 
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ttmpTopoTttonMMm ti^-'-'^'mt^iMtim: hf recant Inlgrants and wmtugmmmm The 
najarlty of A^f^/li .ii ^&mm&nm are first generation Imilgranty, mmny 
having arirlve^ .i^tily In t^m 15 years. Moreover p appronio^tely one of 

every nine A^^J^bc^-^^' - ^eit%eana is a reeent refugee* In addition to 
soeioeeonomifs ilf "ivati ..i^ e^tural barriers (inoludlng severe language 
problems) afii iinf n^l J iwit^y vlth the health eare system are serious 
deterrents t£d liealth s#;^viee utilisation (3)« 

Unfa^llar£^ ^1 h^Ith e^re providars vith health prohlema ecman uong 
Asian/FaelMe Mlti^ei^ Slnee ^lan/Paolfie Merleans are relatively 
new on the^ Mm'^tmw s^Mte and are comparatively small in number ^ health 
eare provlAl^s remd t& be unfamiliar irith diseases peeullary cosmion to 
this populai^'^n ¥63,1 as with special health care needs related to 
anatomical mx j^fi/sii^^oglcal differences between Aslan/Paclf Ic toerlcans 
and other Jto^rlcatl^^ For example ^ many are not aware that genetic 
disorders sti^b §i flpha- and beta-thalassemlap hemoglobin E disease i and 
glucose*^6^h6aphate dehydrogenase deficiency, as well as diseases such as 
hepatitis B and nasopharyngeal and stomach cancer « have a high prevalence 
in certain subpopulatlons of this group. Thm usual dosage of certain 
medications Is often Inappropriate for Aalan/Paclf Ic Merlcans and 
requires adjustment. Similarly, certain surgical procedures may require 
Bodlflcatlon for Asian/Facif Ic Americans because of anatomical 
differences from the general U.S« population (11 > 12) » Eaalth care 
providers may also overlook the tendency of recent l^mnlgrants to rely on 
folk remedies I some of which are toxic. Cases of lead| arsenic, and 
mercury poisoning traced to Asian folk remedies have recently been 
reported. Reliance on folk remedies often also means a delay In seeking 
modern medical care (13, 14). 

Mverslty in culture and lan^age* M though collectively labeled 
Aslan/Faclf Ic Americans, this group of minorities Is characterised by 
extreme diversity in language and culture not found In some other 
minority groups « Such diversity means that health educational materials 
and services addressing the needs of one subpopulatlon may not meet the 
needs of the others. 

Bipolar pattern In aocloecaBmlc and health profiles » Aslan/Faclf Ic 
Americans present a bipolar pattern in their socioeconomic and health 
profiles. The generally favorable status of certain subpopulatlons is in 
sharp contrast to a high prBvalence of health problems among recent 
refugees and Itmlgrants. Unfortunately, the highly visible Aaian/Faclf ic 
Americans with better socioeconomic and health indexes tend to mask the 
many others In the group %fho have neither voice nor visibility In 
society « language barriers and a cautious attitude in the latter group 
toward government surveys and investigations means that studies that 
require voluntary participation are unlikely to include enough data from 
this group (3) a 

Black Women 

The Black and Af ro*'Merlcan population is the oldest, most stable, and 
largest ethnic minority group In the United States. Of all minority 
woment Black women are the most particularly vulnerable. ^t of the 
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Itistltutlen of slavery grew . strong natrlarchlal 

affiliation In the family group which still eharaeterlzes many Black 
families today (15). From th« days of slavery, what little family 
BCructure existed was organized around the mother. The system of slavery 
Itself discouraged Barriage while encouraging high fertility. These 
factors and the matriarchal family structure are still evident. Black 
women continue to be called upon to bear the dual burden of economic and 
nurturing support for the family (15). 

The 1990 Census reports the Black population in the United States as 26.5 
liJ ?oti,°' percent of the total, the highest It has been since the 

late 19th century. Blacks, however, are not newcomers since the first 
Census in 1790 enumerated 750.000 Blacks 19,3 percent of the population 

The status of the U.S. Black population was best described In the 1944 
classic, to American Dllema. by Gunner Myrdal (16). Since the 
f«r fh^Ti^; ^'^t 1962 edition, the demographic and so^ioeooaomic trends 

population have changed somewhat. There has been some 
suborganlzatlon, and a historical pattern of northern migration has Ken 
reversed as more Blacks have moved to the South and the occupational 
status and educational attainment of many Black toerlcaas ha^ "ovei 
closer CO those of Wiltes (15), 

Still, the major problems confronting the Black population In the United 
States remain essentially unchanged. Blacks continue to be 
socloeconomlcally disadvantaged., their Bedlan family income Is 56 percent 
that of whites, their unemployment rate is twice as high, and their 
poverty rate is 3.5 times greater. These socioeconomic disadvantages 
continue to Impair the h#=ith anfi * . „ MJ-saov^ntages 

, ne^^cn and wel^-ueiHg of ulncK ramllies. Black 

infant mortality is nearly twice that of Whites, life expectancy Is six 

Jl"rce"aJd"'' "^f 8« '«"l"y "«ain« high, family disruption fl^^ 
Wvorce and separation has risen faster for Blacks than for Iftltes and 
family disruption by biolence Is greater for Blacks than for Whrtes (15)° 

The 14 million Black women of the United States represent more than 50 
percent of the toal Black population and 12 percent of the total female 
population Of 116.5 million. Black women also account for app^lSt'Jy 
half of the single parent families among Black families with children (1) . 

Bemlth problems of Black wojBen 

S^^ -hi^*^ families. Data from a recent relased report by the 
National Urban League underscore the crisis freeing Black families (17). 

• Black couples are separating at a rate of five times 
greater than Whites, 

• Black males die from accidents and violence at 1.5 
times the rate of fJhite males. 
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• Blaek mmu die fram homlelde at six times the rate of 
Iftiite males • 

e U^vm than two mlllioa Black men vera arrastad in 1981 p 
aeeeunting for ona-third of all arrests in the Ibtlon. 

• Blaak men have a life expectancy of 65«5 ^aara^ 
compared with 70-5 years f#r White men« 

fhis crisis in the Black family has considerable impact on the 
health status of Black women » 

Msproportiosata disease hurden« Thm disparity between the 
haalth status of Black women and White women is revealed by the 
following statistics (15): 

m The incidence of high blood pressurre is three times 
higher among Black women # 

• Death rates from hypertensive cardiovascular disease 
are twice as high for Black vdmen. 

• Systemic lupus erythematosus is said to be three times 
mora common in Black women « 

• Black maternal mortality rates are three times higher » 
and the infant mortality rate is nearly twice as high. 

• Death rates from diabetes are 35 percent higher among 
Black women- 

• Four tiiies as many Black women die from homicide^ 
teta are not available on the medical and emotional 
repercussions of homicide attempts and abuses 

• Teenage birth rates for Blacks remain higher than for 
Whites* 

Bealth lasues uniqua to Black wmen. Sickle aell disease » a genetic 
disorder that affects one in 500 Black newborn infants » continues to be a 
major haalth concern for Black women and their children <18)* The 
illness remains a significant cause of ftortality and morbidity for both 
woman and men# Although the life span of those affected is increasing as 
a result of improved treatoientp new technology, and greater public 
awareness » it remains less than for the general VmBm population. 

frograms to screen newborns for metabolic diseases such as 
phenylketonuria and congentlal hypothyroidism have been established in 
every State, the District of tolumbiap and Puerto Rico, bwever, only a 
few States and municipalities have initiated programs to ansura the 
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•ereenlnt ©f •11 newborns at risk for sickle cell dlte«ee And related 
heaogloblnopathles, and only a few pilot projeeta estlst with the eapaclty 
to offer prenatal diagnosis and appropriate genetic counseling to eouplas 
at risk of having an Infant with sickle cell disease or a related 
hemoglobinopathy* 

On a positive note, Black women are Increasing their participation In the 
health professions at a rate faster than any other group in the 
population. Black women Increased from 20.4 percent of Black nedieal 
students in 1971-1972 to 44.9 percent In 1983-1984 (19). 

Hispanic Woiien 

The 1980 Census reported 14,60iji73 Hispanics in the Italted States, 
representing 6.4 percent of the population. Ihls Hlspanie population is 
among the fastest growing oinorlty groups In the eountryi from 19S0 to 
1980, its population increased hy 2ii percent, from an estimated 
4 Billion 19S0 to 14. i million In 1980. At an estimated growth rate of 
I million a year, this group could nuaber 47 million by the year 2020 and 
displace the Black population as the largest minority group. This growth 
is due to a high fertility rate and rising Imigration, both legal and 
Illegal. The high fertility rate is partly attributable to the lower 
median age of the Blspanlc population (1, 20, 21). 

It should be recognised that the Hspanic population, through 88 percent 
urban, is not one homogeneous ethnic group. It is very diverse. This 
f I®"^ *A ^°°P®*^d ®* Individuals who may share a comaon root language 
(Spanish) but have different cultural and social backgrounds. Thm 
Hispanic population In the United itatds Includes Hexlcan-Jmericans 
(60 percent) concentrated In the iouthwesti Puerto Ricans concentrated in 
Hew Tork^and Hew Jersey j Cubans concentrated In Florida | and "Other 
Hispanic," which Includes individuals from some 16 other latin American 
countries tnd Spain, collectively constitutes the second largest group of 
Hispanics In the United States. The one thing shared by these four 
Hispanic groups is that all trace their heritage to ip«nlsh-s peaking 
countries (21). 

Hispanics lag behind the general U.S. population In occupational status 
and educatlnal attaliuient and have 2.7 times the poverty rate of U.S. 
Whites; the average Hispanic family averages 70 pecent of the median 
Income for U.S. feailles. nieir unefflployment rate Is 40-SO percent 
higher than the White population's and they have more families headed bv 
females (22, 23, 24), 

There are 7,328,842 Hispanic women in the United States, representing 
approximately 50 percent of the Hispanic population and 6.3 percent of 
the total female population (20). 
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As with other pepulatlon greupSi htalth ^Lssues for Blspanie women vary 
considerably aeGording to geographic lo^at^^oni the nuaher of generations 
by vhloh a family or individual Is separa^r^ed from the aneetral country, 
the degree of assliBlllation Into Amarieat^ society, and eduoatlonal and 
economlo status > 

The most salient oharacterlstlce of the tfaf spanle female population that 
affect health status are low agdlan sge, low Income , Inadequate 
education p and traditional family charao^^arlstlcs. The median age of 
HlgpanlcB In the United itates Is 23 years , « compared to 30 years for the 
general population • Hlspanics average 70 percent of the median family 
income of U#Se ^ites and lag In oacupa^^lonal and educational status* 
Hispanic families are typically larger tBian their White counterparts i 
many have maintained their Spasleh langu^mge and ties to folk medicine 
practices 9 and are predominately Boman £^Kthollc (22, 23 , 24)* Ml of 
these factors affect the accessibility » aip^allabillty , and acceptablility 
of health services to this group « 

Frenatal and parliiatal bMlth* B§causi Slspanlcs are a young and 
relatively fertile population, an obvious Hiealth issue of Hispanic women 
is prenatal and perinatal health give* Li ^tle research has been devoted 
to the investigation of apeeiflc perinat^^^^l risks for Mspanic womenp 
Indeed for any minority womeni in the Ufi^dted States. The question of 
whether there are specific pgrlnatal heal— th risks related to race and 
ethnicity has not been answered (25)* 

Current data available on factofs influ^«p^ncing pregnancy outcome and 
births among Hlspanics suggest that certaB.m characteristics of ElspanlQ 
mothers are closely associated with negamtlve influences on pregnancy 
outcomes* Four factors that havs been l4«p€ntlfled as having a negative 
influence on pregnancy outcosi (l^^i esitremes of maternal sget 
multlparlty, low socioeconomic clisei and late stage prenatal care) are 
present In larger numbers of Hispanic ^pregnancies than non-'His panic 
pregnancies (26 ) » 

Obesity and diabetes are more pftvalent among Hispanic women • One 
estimate places the prevalence of obeatlty Cdeflned as 20 percent or more 
over desirable weight) among HsKican^^^srf cati women at 45 percent p 
compared to 26 percent of Hexiean^^irlca^s wmn^ and 29 percent of all 
i^Derlcan women- Possibly related to the e^^cess prevalence of obesity is 
an excess prevalence of diabetii* In one study , 10 percent of 
Mexican-^Amerlcan women 45 yeafs md olde^^ were found to be diabetic i 
almost three times the national rati of 3«7 percent (27). 

Hypartenslons HeKican^Amerlcan wosan hav«e significantly higher rates 
of hypertension than non^RlspanleSi The ^^revalence of hypertension In 
HeMlcan^^erlcan females 60 or oldar, es^^lmated at 44 percent in one 
study p Is higher than the national ivarage or Blacks and higher than for 
Hexlcan^toerlcan men (28)9 
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Siimmagy and Gonolusioiis 



Tht Marly 214 million females In the United itates who are seshers o 
minority groups have more than their share of illness, ^e soeieeeonomie 
disadvantages » diserlmlnation^ poor nutrition, and adverse envlronBents 
eiiperlensed by toerlean Indians > Alaska Natives, Asians , Faeifia 
Islanders, Blaeks, and Hispanies in our eoantry dirently affeat the 
overall physieal and emotional health of these populations. 

Health statistics show that regardless of whleh minority group they 
belong to, ethnie minority women in the United States enperienee hgih^r 
infant and maternal mortality rates, greater prevalenee of ehronic 
diseases Ineluding eertaln types of eancer, and a lower life expeetanay 
than do White women* In addition to these general health liabilities 
associated with minority greup status » eertain speolflo kinds of health 
problems are over-represented among women in particular minority groups. 

eulttiral fearriera to health ure. nim Fublio Health Service (PHS) 
should provide leadership to identifying and eliminating the cultural 
barriers to health service utilization through the promotion of awareness 
and sensitivity to this issue. mim effort should Include education, 
training, and service progrMis. Education on the gravity of cultural 
barriers to health care access should be directed to the health policy 
makers t health care providers , and health service conaumera. Training 
programs for health and allied professionals should give special 
attention to minority women and to ensure equity in their 
representation. Existing health services need to Inerease their 
sensitivity to the issue of cultural barriers and provide blcultural and 
bilingual services where needed. 

itatiatieal data. The FHS should take the lead by establishing a 
policy and format for the collection of statistical data on minority 
population groups I both ule and female. ihlg foroat should be 
consistent with the 1980 Bureau of the Census data collection 
classifications which include the American Indian/Maska Native, 
Asian/Pacific Islander, Hack, and Hispanic population groups* 

Bealth profaaslona* The FHS should take leadership responsibility in 
addressing the underrepresentation of minorities among health care 
providers. The FHS should continue to encourage greater participation of 
minorities, especially minority women, in the public and private health 
care delivery system. To accomplish this, the FHS should review Its 
health professional training and scholarship assistance programs to 
ensure that these ethnic minority groups » Including the wome^t, are 
appropriately represented. 
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Alcohol and Matemal and E%tal Health 



Exitroduotion 



Alcohol's adverse effect on the fetus had bean suepacted well before rhla 
cantury (1). In the mld-1700-Ss tha London College of Physicians success^ 
fully petitioned for ralnstatenant of gin taxes in an attempt to dacraasa 
the availability and use of gin by pragnant woman and In subsequent years 
issuad many warnings about drinking during pregnancy (1)- An English 
study in the lata 1800 's noted higher Infant mortality and stillbirth 
rates for the Infants of alcoholic mothers and further noted that such 
wwien subsequently gave birth to healthy children whan forced to become 
abstinent (2)« In this country , a few relevant studies In the early 
1900 's pointed to fetal damage from prenatal alcohol eKposura« Interest 
in alcohol use in pregnancy j however ^ apparently declined during 
prohibition with only sporatic reports in the world li^^rature for the 
neKt half cantury (3). 

The modern era of investigation into the effects of alcohol and pregnancy 
began 11 years ago with the publication in the medical journal Lancet of 
two papers reporting a specific cluster of abnormalities observed in the 
offspring of some alcoholic wraen (4j5)# The authors of these papers 
coined tha term fatal alcohol syndrome (FAS) to describe this condition. 
Over the next 10 years, hundreds of papers appeared on the effect of 
alcohol in pregnancy, reporting cases of FAS from all over the world (3). 

Alcohol effects- From these continuing research efforts, It has become 
clear that maternal alcohol use during pregnancy can be associated with a 
broad range of health compromising outcomes for both mother and child. 
For the fetus, FAS Is the most severe of the adverse outcomasi but^ FAS 
comprises only a small percentage of the alcohol affected cases* Other 
consequences of alcohol use have been termed fatal alcohol effects or 
alcohol-related birth affects (5). Fatal alcohol effects Includei among 
other outcomes, congenital iinomalles and spontaneous abortions* Some 
fatal alcohol effects do not. In the own right, constitute an adverse 
outcome but may be Independently associated with risk to the mother or 
fetus. Such affects include amniotic infections during pregnancy, blrth^ 
related complications such as premature separation of the placenta, fetal 
distress, precipitous delivery , pre-term delivery, low blrth^elght, and 
low Apgar risk scores at birth (7). Because these adverse effects are 
not unlqua to alcohol use, they can be ascribed to alcohol only after 
careful study in which the contribution to risk of other factors 
Including smoking, nutrition, other drug use, and maternal Illness are 
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controlled and accounted for to the maximum extent possible* Animal 
studies have been eKtramely valuable In corroborating findings on fetal 
alcohol effects^ and they will play a major role In future studies 
elucidating the meehanlsmCs) by which alcohol exerts its teratogenic 
effect. 

Alcohol use In pregnancy portends risks for maternal health as well as 
fetal health. Pregnancy in and of Itself places additional demands on 
the woman's physiological system. Some of the demands are for Increased 
levels of essential nutrients obtained through dietary intake (8). The 
developing fetus will utilise vltamlne and other nutrients which would 
have othei^lse been channeled to the wraan's tissues- For example, these 
processes have been well documented In the case of the mineral calci™ 
(9). The fetal demand for calcliaa decreases the level of the mineral 
available for the mother's own tissues. This mechanism has been 
purported to induce calcium-phosphorous imbalance which in turn can 
underlie problems of poor dentition, muscle spasms, and leg cramps 
frequently observed in pregnancy. Limited calcli^ availability 
contributes to early bone deminerallEation, a precursor to bone disease 
in later life (10), 

When the further complication of alcohol use is added ^ a number of 
maternal health risks become apparent. This Is because alcohol, on its 
own, has profound effects on nutrition. Alcohol Is a highly caloric 
substance, but alcoholic beverages contain few vitamins p minerals, and 
other essential nutrients (11)* The net effect of significant alcohol 
use Is, therefore, a substitution of alcohol for other more nutritious 
and balanced food sources. Through this mechanism, alcohol Is seen to 
contribute to primary malnutrition. Alcohol, however, is also Involved 
in the development of secondary malnutrltloni that Is, the undernutrition 
\dilch arises because of poor absorption of nutrients from the gastro- 
intestinal system, and poor utilization of nutrients. The transport 
across the intestine of tha vitamins, folate and thiamin, and several 
amino acids Is impaired by alcohol (12). Alcohol also contributes to the 
biodegradation of the active fora of vitamin 1-6, pyrld^al phosphate. 
Thus, the nutritional demands of pregnancy, coupled to the adverse 
effects that significant alcohol use places on nutrition, serve to 
cOTpromise both naternal and fetal health* Given such risks to the 
mother. It is perhaps not surprising that a prospective study on 
pregnancy risk found that women with a history of alcohol abuse were, 
independent of smoking, two-fold more likely to require a non-delivery 
hospital admission during pregnancy and to need the services of a 
hlgh-^rlsk outpatient prenatal care unit (7). 

Fatal Alcohol Ssmdrome (FAS). FAS is the most tragic outcMe of a 
pregnancy cOTpllcated by very heavy use of alcohol (14)* ^ere are three 
elements that are necessary for a diagnosis of FAS. These arei growth 
retardation with a birth weight below 5 lbs. 5 oz.| central nervous 
system abnormalities. Including abnormal neonatal behavior and mental 



II- 49 



110 



retardatloni and^ a cluster of unique facial features (6, 14). The faces 
have undar^devalopment of tha mld^faclal area, small head clrcirafereTice » 
small eyegp a sunken nasal bridge * a short up^-turned nosa with an 
elongated and under^developed phlltrum (the two rldgea that run from the 
hase of the nose to the top of the upper llp)s an elongated and thin 
upper llpt and a recessed ehln* FAS children frequently have many other 
problems that extend beyond the dlagnQStic criteria # ^ey are likely to 
have heart, kidney, and skeletal defects • The skeletal defects Include 
fusion of cervical vertebra , tapering of the long bones of the fingers 
and toesp and joint movement limitations (usually elbows and wrists). 
They have frequent ophthalmologic problems Including strabismus ^ Bbnoraal 
retinal vasculature p optic nerve atrophy » and severe myopia . 

Diagnostic problems ^ Including incomplete expression of FAS at birth and 
reluctance to diagnose the syndrOTe^ have contributed to difficulty in 
obtaining accurate estimates of the incidence of FAS. Prospective 
studies In several different countries including the United States have 
generally found the incidence of Fetal Alcohol Syndrome ranging between 1 
and 3 Infants per 1,000 births for the specific population studied (7, 
15, 16^ 17 J IB). This incidence would translate to over 3^000 FAS babies 
born yearly In this country. Estimates of the frequency of FAS 
calculated on the basis of occurrence only among women who have been 
identified as problem drinkers or alcohol abusers are naturally higher^ 
with ranges from 23 to 29 cases per 1^000 births (7^ 15, 16). 

The incidence of fetal alcohol syndrome, at a mlnlnum. Is of the same 
order of magnitude as Downs Syndrome and spina bifida (19). These three 
disorders constitute the leading known causes of birth defects associated 
with mental retardation. FAS, though^ Is unique among the three In 
having a known teratogenic origin and In being completely preventable. 

As eKpected, estimates of the frequency of fetal alcohol effects, far 
exceed the prevalence of the full FAS* Estimates of prevalence as high 
as 50 to 70 percent among women Identified as alcohol abusers have been 
reported (7). In general ^ about two^thlrds of all developmental defects 
have been noted to be of unknot origin (20). In one calculation , it has 
been estimated that about 5 percent of all congenital abnormalities may 
be attributed to prenatal alcohol exposure, suggesting that alcohol may 
account for a significant proportion of previously unexplained anomalies 
and that It should be considered a major contributor to abnoraal fetal 
development (21). 

Moderate drinking. TOlle it la undeniable that heavy alcohol use in 
pregnancy poses a significant risk to the health of the fetus, one 
debatable Issue concerns the potential risk posed by moderate alcohol 
use* Several studies have reported associations between alcohol 
consumption at levels of two drinks per day with pregnancy outcomes such 
as decreased birth weight (22), pre-term delivery (23, 24) ^ and Increased 
spontaneous abortion (25, 26)* Other studies have reported an effect 
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upon a variety of niurologlc and behavioral tteaeures (27, 28, 29). Som^ 
itsvestlgators have questioned the validity of thege aisoeiations (30). 
An iisportant part of the oontroversy eoneerning tha effects of low levels 
of alcohol in pretnancy centers around the reliability of drinking his- 
tories obtained in these studies* The debate cannot be resolved with a 
single answer at this point since the manner in which drinking infcna« 
tion was obtained varies considerably from study to study » l^ose studies 
that are specifically designed to focus on an alcohol Issue are usually 
more sensitive to the problems surrounding the acquisition of drinking 
informationi and confidence in the drinking data la likely to be hlgher« 
A related Issue concirns the day to day variation In the normal drinking 
practices of people* fhese variations can be considerable » and they can 
make reduction to a single measure tenuous^ As a result i some Investk'^ 
gp.tors question whether certain adverse outcomes— for example » lncrea^>^4 
spontaneous abortion'— truly occur at moderate levels of alcohol consisip- 
tion (30)* Animal studies » so valuable for the study of heavy alcohol 
use in pregnancy, have not yet proved useful to study the effects of 
moderate alcohol uset 

It is of interest that the reproductive years coincide with the years of 
heaviest average consumption of alcohol by women , peaking in the lata 
30^ s or early 40* a and declining thereafter (31). fortunately, there is 
evidence that pregnaney is often assoelated with a decrease in the 
eonsumption of both alcohol and nicotine, another drug which adversely 
affects the mother and fetus (32, 33). During the peak reproductive age 
range of IS to 34, an estimated 5 percent of American w^en conswe an 
average of two or more drinks per day (31)* Since the level of alcohol 
in the fetus is almost identical to that of the motherp it Is reasonable 
to conclude that a significant ni^ber of unborn children in the United 
States are exposed to the equivalent of two drinks a day* 

raternal alcohol abuse ud fetal risk. Women who drink heavily tend to 
be married to men who drink heavily (34), and the possibility that some 
fetal alcohol effects are related to paternal drinking has been examined* 
Although heavy long-term alcohol consmptlon by males can have a variety 
of adverse effects on sexual and reproductive functions (35), there Is no 
convincing evidence to date that such effects are related to fetal 
alcohol syndrome (Sfi, 37, 31)* 

Alcoholism and aleohol abuse treatment and prevention efforte for womea 
during pregnancy. It Is clear that those women who are alcoholic or who 
abuse alcohol in pregnaney place themselves and the offspring they carry 
at significant health risk, fregnancy is, therefore, an Important period 
for intervention, referral, and treatment of the alcohol ^abusing or 
dependent mother. Prillmlnary evidence Indicates that many women can be 
motivated to have healthier babies when confronted In a non-threatening 
and nen-gullt provoking manner and can be successfully counseled to 
abstain itom alcohol (31, 40, 41), 
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Publle tdueation effpifts eoneernlng the risks associated with alcahol use 
during pregnancy have been actively pursued since the mid 1970' e* Bread 
edverage in the media has been obtained from public health advisory 
warnings issued by the National Institute on Aleohol Abuse and Aloohollsm 
(NIAAA), the Surgeon General of the Unltod States, the Amerlean Medical 
Association I the Iterch of Dimes, and by several State governments* 
Indeed, most Americans have been eKposed to such public health messages, 
and 90 percent of the respondents in a recent survey knew that drlnkiug 
during pregnancy might be harmful (42). However, fully three^f ourths of 
these respondents who thought abstinence Is unnecessary also believed 
that an average of more than three drinks per day was safe~a belief that 
is not conclusively established by available scientific evidence* These 
findings suggest that current public education and prevention programs 
mFV not be fully adequate In peroeatlng the public consciousness, and 
indicate the need for ongoing efforts such as the NIAAA^s current FAS 
education program directed at physicians and other health care profes^ 
slonalsp 

Although knowledge of potential adverse effects of alcohol and pregnancy 
outcome has changed, and public attitudes have shifted wer the past 10 
years, only recently has there been evidence that the drinking behavior 
of pregnant women Is changing* In a recent survey comparing drinking 
patterns during pregnancy In Seattle over a 6^year period, the proportion 
of women drinking during pregnancy was found to have decreased, although 
the proportion of women drinking at least an ounce of absolute alcohol 
(two drinks) per day was relatively constant (43)* Because precisely 
this limited proportion of the population incurs the highest adverse 
health risk for themselves and for the fetuses they carry, these findings 
again indicate cause for concern. 

Summary uid Condusion 

Successful prevention strategies for alcohol-related birth defects. 
Including FAS, remain elusive* More information Is needed about alcohol 
abuse and dependence In young women so that approaches focused on 
prevention can be developed* Professional education of physicians, 
nurses, and other health care providers provides promise of a rational 
cost-effective approach to prevention of alcohol -related birth defects* 
Of the many specif ic questions requiring further research, understanding 
the mechanism of alcohol -s teratogenicity and the variables affecting It, 
mclydlng the timing and amount of alcohol intake during pregnancy, will 
be crucial t© the development ©f more specific prevention, intervention, 
and treatment programs • The most frequently asked question at this time 
has to do with the safety of "moderate" drinking levels during pregnancy. 
Since there likely are many variables, including genetic ones, which may 
influenca the impact of alcohol on the fetus i a definltlva answer to this 
question is undoubtedly several years away, SiTA recommendations concerning 
use of small amounts of alcohol during pregnancy in the next few years 
will have to continue to be based on Incomplete knowledge* 
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Cwoer in Women 



Introduetion 

Caneer remains a matter for eerlous concern among Aaerloan womeRj but 
thera Is aneourailng progreas in some araasi 

• Almost three-quarters of American women who develop 
breast eancer^-^the most c^uaon cause of cancer death 
among women^^w live for at least 5 years after 
diagnosis (1) • 

• More than one--half of women who develop colon cancer 
now live for at least 5 years aftei' diagnosis (2)* 

© Eighty^five percent of women who develop endometrial 
cancer now live for at least 5 years after diagnosis 
(2). 

• The incidence of cancer of the uLerlne cervix Is 
continuing to decline among Wiite women (2)* 

• The Incidence of cancer of the ovary Is leveling off • 

The serious news is about lung cancer, now overtaking breast cancer as 
the most coimon cause of cancer death among American women. The death 
rate per 100,000 wraen who develop lung cancer is 21,1 for women 
diagnosed during the years 1978-81, compared with 26*4 for breast 
cancer. The rising lung cancer death rate is due to increased incidence 
and lack of effective therapy. This Is discussed further in other 
sections of this report (2)* 

Another particularly serious aspect of cancer among women Is the 
discrepancy in survival rates between ^ite and Black women in this 
country* For most cancer sites, survival rates for Black women are lower 
than for vmite women* These differences are being studied intensively by 
the National Cancer Institute (NCI) to see If Blacks and Whites have 
biologically different forms of cancer, or if the differences result from 
Variations in access to medical care (2)* 

Breast Cancer, It is clear from Table 1 that breast cancer Is still 
the most frequent cause of cancer for women. But there are significant 
improvements being made In the diagnosis and treatment of breast cancer— 
and in breast reconstruction — ^that are eKtendlng survival and improving 
quality of life for women with this disease. 
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Table 1. 



Incidence (per lOOjOOO) of the major cancers In women 

1978 to 1981. 



Site 


All races 


White only 


Black only 


Breast • . • 


* , . 84,4 


85.6 


71.9 


Colorectal • « » 


. . . 43,8 


43.6 


45.6 


Colon • . 


^ , ^ (32*0) 


(31.7) 


(36.6) 


Rectum . » 


* . . (11*8) 


(11.9) 


( 9.0) 


Lung m m , 9 


. . . 28.1 


28.2 


30.5 


Uterine corpus 








(endometrium) • 


. * * 24.2 


25.1 


13.4 




* . . 13.1 


13.6 


9.5 


Uterine cervix . 


. . » 10.0 


8.8 


20.2 



Source I National Cancer institute Surveillance, Epldemlo- 
logy^ and End Results (SEER) program. 



Table 2. 

Five-year relative survival rates^ 
for the major cancers in women 
1976 to 1981 



Site 


All races 


White only Black only 


Breast ... ■ . . 


. . 74 


75 


63 


Colon .*•... 


. . 53 


53 


49 


Rectum . 


• . 50 


50 


41 


Lung 


. . 15 


15 


16 


rterine corpus 








(endometrium) . . 


. . 85 


86 


55 


Ovary 


. . 38 


37 


40 


Uterine cervix . . 


. . 67 


67 


63 


Sources Data based 
lance , Epidemiology 
1976-1981. 


on Hatlonal 
, and End 


Cancer Institute 
Results (SEER) 


Burveil^ 
programs 



The S^year relative survival rate Is the probability of 
escaping death from cancer for 5 years after diagnosis. 
Except for cancers of the breast » prostate, and kidney , 
the 5-year relative survival rate Is an indicator of 
curability. 
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In diagnosis, for examplei a hormone rar^aptor assay Is usad to tell if a 
cancer depends on horffionas like estrogen or progesterone for its growth. 
If it does, hormone tharapy may be used to improve the outlook for 
survival. The pr^setiGe or absence of hormone receptors may also help to 
Identify high-risk subsets of pgttlents who would require special therapyi 
this is being studied (3). 

The drugs used for chemotherapy of breast cancer have been tested in 
various COTblnatlons and doses so that physicians treating breast cancel 
now have a bank of anticancer drugs to use for maximum af f ectivanass and 
mlnlmra toxicity- The use of monoclonal antibodies Is also being studied 
for future diagnosis and treatment of breast cancer (4), 

Surges for breast cancer Is also changing. The once coMon Halsted 
radical mastectOTy Is no longer conaidared the treatment of choice. 
Other options — among them, lass radical surgery coupled with radiation 
therapy — are now being tested for their af fectivenass in patients having 
early-stage breast cancer. ^emotharapy given prfeoperativaly Is / Is© 
being studied for its effectiveness against advanced-stage breast cancer 



Increasing numbers of women ara having breast reconsticuctlon performed by 
plastic surgeons during or after breast surgery. Although this Is a 
fairly expansive procedure, sost medical Insurance companies now cover 
all or part of the costs. 

Overall, three^quartars of women diagnosed with breast cancer today can 
axpect to live 5 years or more. The outlook Is even better for some 
groups of women with early-stage breast cancers CI)- 

Finally, there Is some evidence that populations who eat low-^fat diets 
have a lower incidence of breast cancer. Scientists are examining this 
link to see if mmm breast cancers and breast cancer racurrencas might, 
therefore, be preventable (6). 

Cancer of the Uterine Cervix (Cervical Cancer)* Incidence of cancer of 
the uterine cervix has declined markadly over the past decade and stands 
now at 8.8 cases per 100^000 among White wcmen and 20.2 among Black 
women* The 5-year relative survival rates are now 67 for White women and 
63 for Black woman (2). 

Carcinoma in situ (CIS), or noninvasive cancer of the cervix, occurs most 
often among wraen aged 24 to 34 and is about 95 percent curable. Its 
Incidence has been rising since the Pap smear came into wide use. The 
incidence of invasive cervical cancer, which occurs most often among 
women over age 50, has been declining. (Both the incidence and death 
rates for invasive cervical cancer dropped by more than 50 percent from 
1950 to 1970.) Thus, early detection™by regular physical examination 
ar.u Pap smears — and treatment appear to be markedly effective against 
this cancer (6). 
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The major risk faetors £©r both types of eefvleal cancer ara the same: 
multiple sex partners and early age at first Intercourse* Cervical 
cancer may also he associated with venereal disease, ehlefly genital 
herpes virus, and papillomavirus* But researchers think that cervical 
cancer Is caused hy a number of factors, not just one. The National 
Cancer Institute (NCI) is conducting a large-scale study of American 
women to see If the causes of this disease can be delineated more escactly 
(6) # 

Treatment for cervical cancer depends on the stage of disease and on the 
general condition of the patient* In its early stages, cervical cancer 
is usually treated with surgery or radiation or both* Later stages of 
the disease may be treated with radiotherapy alone or chemotherapy alone 

V w J s 

Finally, studleB are under way testing chemopreventlve agents against the 
development of cervical cancer. Some studies have suggeBted that diets 
high In vitamin A and carotene may protect against this canceri other 
studies have suggested that diets high in vitamin C and folicln, one of 
the B eomplex vitamins, may decrease risk (6). 

Cancez- ©f the uterine eorptis CeBdOBetrlw). Cancer of the uterine 
corpus, or endonetrium, occurs more often in White women than in Blacks, 
but its incidence in both races has been dropping over the past decade. 
Incidence increased in the early 1970 's as a result of the use of post- 
menopausal estrogens. As use of these estrogens slowed, the incidence of 
endc^etrial cancer has decreased. The chief risk factors now appear to 
be ©bestity, diabetes, infertility, and late menopause. The use of oral 
contraceptives, on the other hand, appears to lower the risk for 
endometrial cancer (2) . 

Treatment for andaaetrial cancer depends on the patient's general health 
and on the stage of disease. In its early stages, endmetrial cancer Is 
usually treated with surgery, radiotherapy, or both. Hormone therapy is 
often recommended for later stages of the disease. 

The 5-year relative survival rate for White w«nen has been rising over 
the past several decades. Now, 86 percent can be expected to live for at 
least 5 years after diagnosis. The survival rate for Black women Is much 
lower, but why this Is so is not clear. One explanation may be that 
Black women are diagnosed only when the disease has progressed to a later 
stage. There also is speculation that the endometrial cancer among Black 
women Is a more aggressive form of the disease (2), 

Cancer of the ovary. Overall, 38 percent of women who develop cancer 
of the ovary can expect to live 5 years after diagnosis i the survival 
rate is slightly higher for Black women (40 percent) than for White women 
(37 percent). This cancer occurs at a rate of 13.6 cases per 100,000 
population among White women and 9.5 among Black women. The incidence of 
this cancer has begun to decline over the past decade (2). 



II - 56 



118 



ERIC 



Chlldbearlng and the us# of birth eentrel pllls—whieh create a horaonal 
elliaate like that found during prtgnaney^^hoth appear to eonfer pro- 
tection against ovarian eaneer. 

Surgery to remove ©ne or both ovaries, the fallopian tubes, and the 
uterus Is the primary treatment • Postoperative radiotherapy or chemo- 
therapy may also be given. New blood tests using monoclonal antibodies 
may Improve ohanees of early diagnosis, and Improved methods of staging — 
tb determine eKtent of dlsease^ — are helping physlelang to Identify groups 
of patients who will be helped by additional treatment after surgery. 
New drugs and new ways to admlnster them are also btlng studied. 

Colorectal eancers. Cancers of the colon and rectum, taken together, 
are a major cause of cancer among both men and women. Women develop both 
of these cancers slightly less often than men. Jmong women, colon cancer 
occurs more often among Black women than among White women, and cancer of 
the rectum occurs slightly less often among Black women. The 5-year 
relative survival rates for men and women of both races have improved 
over the past few decades and are now around 50 percent. 

Surgery to remove the cancer and some surrounding tissue is still the 
mainstay of treatment. Some studies suggesting that pre-or post- 
operative radiotherapy may Improve the cure rate are now being 
evaluated. The use of adjuvant chemotherapy and radiation Is also being 
studied (7). ^ 



Siitnmagy amA Coraduslons 

Again, there is Increasing evidence that diet may play an important part 
in the development of colorectal cancers. The NCI now recomends that 
Americans eat more dietary fiber—found in fruits and vegetables such as 
peas and beans, and whole-grain breads and cereals. Its recomendations 
are based on the observation that populations that consume large amounts 
of dietary fiber appear to have less colorectal cancer. There are also 
some laboratory studies to support these observations. NCI-supported 
studies are also In progress to Investigate the protective effects of a 
nittiber of other dietary agents, also. 

Significant progress in conquering cancer, is being made both through 
early diagnosis and treatment, and, most importantly, through prevention. 
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Nature and nurture have provld.d certain health advantages to wemen as 
reflected In a late onset of atheroBclerotlc and hypertenilve eardlo- 
vascular dlMases. Nevertheleis , the toll of these B«Jor cardiovascular 
diseases Is alannlng. Data from the Health Interview Survey. National 
Center for Health Statistics (NCHS), estimated that In 1981, 38 million 
American women had diseases of the circulatory system. Ten million wmen 
had heart disease Including coronary heart disease or heart disease of 
hypertensive, rheumatic, congenital, or unspecified origin. Over U 
million women had hypertensive disease without heart dlseaae. 

Hypertensive cardiovascular disease can result in serious other 
f^S^iiS^'*®"^ " •troke and congestive heart failure. During 1980 

100,000 women died from stroke (1). The remaining 14,000,000 women 
according to unpublished estimates of the NCHS, had diseases of the 
circulatory system such as cerebrovascular disease and disorders of the 
peripheral circulation. Unpublished estimates of the NCHS also indicate 
that the total annual health expenditure in 1980 for heart disease In 
women alone was approximately 47.6 billion, or more than twice the size 
of the entire NIH budget. 

Coronary heart dlBeaBe. Coronary heart disease (CHD) Including its 
manifestations of angina pectoris, myocardial infarction, and sudden 
death was found to have an annual incidence rate of 31 per 10.000 amone 
women ages 45 to 54, Increasing threefold to 95 per 10,000 at iges 55-64 
and further Increasing to 145 per 10,000 per year at ages 65-74 In the 
Framingham Heart Study (2). According to unpublished estimates of the 
NCHS, approximately 2.5 million itoerlcan women have coronary heart 
disease and In 1980, a total of 255.000 women died of thi, disease (3). 
In addition, according to unpublished estimates of the National Heart 
Lung, and Blood Institute, approximately 250,000 first heart attacks 
occur each year among women. Only 30 percent of women survive an Initial 
heart attack over a 10-year period, whereas SO percent of men survive an 
f.^f % addition, 40 percent of women will develop a second 
attack within 5 years of the initial heart attack compared to only 10 
percent in men (4, 5). pa ea to onxy ±u 

The oajor risk factors found to be related to coronary heart disease are 

SJfLt^rll^T""' '^^^"'^ Pl"»« cholesterol, and cigarette smoking. 
Diabetes n.llltus, oral contraceptives, and obesity are additional other 
important contributors to risk. 
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High bload pressure , manifesting as either elevated systolic or 
dlsstollc preisure, has been established as a major risk factor for 
eoronaify heart disease In women. Natldnal health and nutrition surveys 
during 1976-1980 found that 20 percent of adult white women and 40 
percent of adult black women over the age of 18 were hypertensive . 
Hypertension was defined^ for this purpose, as systolic blood pressure of 
at least 160 m Hg or a diastolic measurement of at least 95 mm Hg or 
current use of antihypertensive medication (1)* Women between the ages 
of 45 and 74 with elevations of systolic or diastolic blood pressure have 
about twice the risk of developing clinical coronary heart disease as do 
wraen at normal ranges of blood pressure (6). 

llevated plasma eholesterol has been established to Increase the risk 
of coronary heart disease In WOTen* Prior to the age of 45^ the total 
cholesterol level in Aoerlcan women averages below 220 mg/dl. Between 
the ages of 45 and 55 , the average cholesterol level of wmeii rises 
steeply to levels of 240 to 260 mg/dl. NCHS unpublished estimates 
indicate that women with a choiesterol level over 265 mg/dl have more 
than twice the risk of developing coronary heart disease as compared with 
women whose cholesterol level Is below 205 mg/dl # According to other 
unpublished estimates from the KCHi^ over 23 percent of adult women In 
the United States have cholesterol levels over 260 mg/dl. It appears 
that an elevation of the low density lipoprotein cholesterol fraction may 
also be associated with CHD In women. High density llpeproteln Is 
Inversely related to the risk of heart disease and recent evidence 
Indicates that the ratio of this fraction to total cholesterol may be a 
better predictor of the risk nf heart disease than total cholesterol 
alone- 

Cigarette smoking also increases the risk of cornoary heart disease 
among women. Women cigarette smokers have fi^om 2-^6 times the risk of 
heart attack as nonsmoking women O ^ 8). Over 25 million adult women In 
the United Staters smoke cigarettes and the rate of decline over the past 
15 years has averaged only 5 percent (9). The number of teenage girls 
who smoke has Increaied, especially among 17 to 18 year old girls. Some 
studies show cigarette smoking as the most powerful discriminator between 
women with nonfatal cases of heart attack and women free of heart 
disease. Thlg Is an area of particular concern because of its health 
implications . 

Diabetes mallltus is an Important contributor to coronary heart disease 
In women. The risk of death is doubled in diabetic wmen (10). Many 
also have higher levels of blood pressure and of blood cholesterol than 
nondlabetlc women (11). 

Oral contraceptives contribute to the risk of coronary heart disease. 
Women who use oral contraceptives have a risk of heart attack 4.5 times 
greater than wraen who do not use these preparations. However^ women who 
smoke cigarettes and use oral contraceptives are 39 times more likely to 
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have a hgart attack (7)* The effect of exogenous estrogen use on 
coronary heart disease in postmenopausal women remains controversial at 
this time* 

Obesity p through Its contribution to elevation of plasma cholesterol * 
elevation of blood pressure^ and predisposition to diabetes. Is also a 
risk factor for coronary heart dlsase In women- Some data are emerging 
frcsB the long— tern followup of women 1p the Framlngham population that 
suggest that obesity has an Independent role as a predictor of coronai> 
heart disease, death from coronary heart disease, and congestive heart 
failure (12). 

Menopause* While not usually considered a risk factor^ findings from 
the Framlngham Heart Study indicate that women tend to lose their 
relative l™unlty to cardiovascular disease during menopause. Women who 
have had early natural or surgically Induced menopause have twice the 
risk of developing subsequent coronary heart disease as do women of the 
same age who have not entered menopause. The Increase In cardiovascular 
disease Incidence at menopause Is not explained by the changes recorded 
In any of the ustial risk factors^ singly or in ceiablnatlon (13), 

Special findings. Among women free of coronary heart disease in the 
Framlngham Study ^ the 20-year Incidence of uncOTpllcated angina pectoris 
(not contlgM.ous with or following a heart attack) rises with age. Unlike 
heart attack, the incidence of uncomplicated angina Is higher in women 
than In men after the age of 64 (4). ^glna Is the most common 
presenting complaint of coronary heart disease in women with 65 percent 
of the initial cases eKhlbitlng these symptoms alone. Women who present 
with angina have three times the risk of a subsequent heart attack 
compared to those free of angina (14). Survival in younger women (under 
60 years) with uncomplicated angina Is better than In older women. 
Within 8 years* 40 percent of older women die after the onset of symptoms 
(15). - 

An interesting finding was reported from the Coronary Artery Surgery 
Study Registry where 6,065 women underwent angiography. At the time of 
catheterization* 85 percent reported angina pectoris as the predOTlnant 
symptCTi. However, of the total women undergoing catheterlMtlon * 53 
percent had no significant (less than 70 percent narrowing of an artery) 
arteriographic evidence of coronary heart disease crapared to only 12 
percent of the men in the study (16). The significance of this finding 
remains unclear. The Coronary Artery Surgery Study also reported that 
women have a significantly higher operative mortality following coronary 
artery bypass graft surgery than men (4.5 vs. 1.8 percent, respectively) 
(17). This may be due to small coronary arteries, which might lead to 
technical surgical difficulties. Incomplete revascularization, early 
graft closure, or other factors. 
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Another recent form of therapy for coronary heart disease is percutaneous 
transluminal coronary angioplasty (PTCA)« With this technique^ cDronary 
artery dilation is achieved nonsurglcally by passing a special catheter 
Into a narrowed section of a coronary artery, then applying controlled 
inflation and deflation of a tiny balloon against the atherosclerotic 
plaque. Data from the NHLBl PTCA Registry showed that women were found 
to have a risk of In-hespltal mortality of 1«8 percent (18). This was 
significantly higher than the mortality rate (0*7 percent) for men- In 
addition, women had a lower angiographic and clinical success rate, as 
well as a higher incidence of complications* Although data demonstrate 
that women have less favorable results In the acute setting after PTCA, 
the long-^term results in women show Improved survival and symptomatic 
Improvement * 

Summai*^ and Cmolusions 

Reduction of coronary heart disease risk factors can be achieved but 
requires determination, persistence, and long-term changes in behavior 
patterns* There have been few clinical trials with sufficient numbers of 
women as participants to establish the association of risk factor 
reduction with a subsequent incidence of arteriosclerotic and 
hypertensive disease. Death rates for coronary heart disease In women 
have declined at least 30 percent over the past 20 years and the decline 
is much steeper since 1972 (19)* Awareness of the major risk factors and 
their prevention and control is Important in reducing coronary heart 
disease In women. 

The American woman is at risk of developing coronary heart disease, which 
increases substantially with age, particularly if she smokes, has 
uncontrolled hypertension, and high blood cholesterol. Because coronary 
heart disease lu the leading cause of death in women, with a significant 
impact cn the Nation- s medical bill, it is an especially important area 
for continued and expanded research emphasis. Future research should 
focus on specific etlologlc factors, disease progression, and clinical 
manifestations in women and provide Improved measures for diagnosis, 
therapy, and prevention. 
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Immtmizatirais of Spseial Im^rtanoa to Women 



Introduotioii 

Iffimunlzatlon palleles have bean dlractad generally at the vecclnatlon of 
all Infants^ ehlldrent and adoleseants* ^lle iMunlzatlon Is a routine 
oeasure In pediatric practice It is not usually considered as routine by 
phyiiciani who treat women* 

The widespread and successful Implementation of childhood Immunization 
programs has markedly reduced the occurrence of many of the vaccine^ 
preventable diseases. However* such childhood Immunization campaigns 
alone will not necessarily eliminate specific disease problems* A 
substantial proportion of the remaining morbidity and mortality from 
vaccine^preventable diseases now occurs in older adolescents and adults* 
Women who escaped natural infection or appropriate immunization with 
vaccines and toxoids against childhood diseases may be at risk for these 
diseases and their complications* 

Immunization programs are of importance to women throughout their lives* 
All children require routine immunization against CMimon childhood 
diseases* During the reproductive years * Imiunization against rubella 
should be emphasized in order to prevent the serious consequences of 
congenital rubella syndrome In offspring* Women who comprise the 
majority (60 percent) of the population 65 years of age and older are at 
special risk for such vaccine-preventable diseases » as influenza and 
pneTOococcal pneumonia* In addition, in their role as mothers, women 
have a special interest and responsibility for ensuring that their 
children are adequately protected * 

Finally, there are special situations in which particular women or their 
offspring are at Increased risk of Illness and should be immunized* 
Women In certain occupations (l*e*, hospital and laboratory workers), or 
environments (l*e-, in travel status or In residence outside the United 
States), or those having special kinds of health problems Ci»e*, chronic 
carriers of hepatitis 1 surface antigen) may be at Increased risk of 
exposure to conditions which can be prevented by immunization* 

General considerations and recommendationo regarding Imnunization for all 
children and adults In the United States are found in the statements of 
the Immunisation Practices Advisory Coimittee and the teerican Co.llege of 
Physicians (1^3). This paper will discuss those imiunizations of special 
importance to women* 
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Rubella (Geman Miasles)* Preventing fetal Infeetlon and the consequent 
congenital rubella syndrome (CRS) are the objeetlvea of rubella Immunl-^ 
Mtlon* Infection occurring during the first trimeeter of pregnancy can 
lead to congenital rubella Infection by the virus In up to 80 percent of 
fetuses* In addltloni fetal waetage because of spoiitaneous miscarriage 
or therapeutic abortion following maternal disease or exposure to rubella 
during the first trimester remains a frequent occurrence* 

The number of reported cases of rubella has decreased steadily from over 
56pO00 In 1969| the year rubella vaccine was licensed * to 970 In 1983 
(4)* In 1983 only 9*0 percent of the 3,137 counties In the United States 
reported cases of rubella. Because of a failure to vaccinate adolescents 
and young adults effectively, until recently , decreases In reported 
Incidence rates of rubella had been observed primarily In children* 
Recent efforts to Increase vaccine delivery to older persons have led to 
a current decline In the Incidence rate In this age group. However, an 
estimated 10-15 percent of young women remain susceptible to rubella, and 
outbreaks continue to be reported In universities, colleges, and certain 
places of employment^^otably hospitals (2)* 

Vaccination of young children has prevented widespread epidemics of 
rubella as well as epidemics of CRS and eventually this will lead to the 
elimination of CRS as vaccinated cohorts enter the chlldbearing age* 
However, Increased efforts to ensure that all women of chlldbearing age 
are vaccinated can hasten the elimination of rubella and CRS in the 
United States. 

A single subcutaneously administered dose of live, attenuated rubella 
vaccine provides loni^term, (probably lifetime) iMunity in approximately 
95 percent of vacclnees (2)* Rubella vaccine Is recomended for adults — 
particularly women—unless proof of Immunity is available (docmnented 
rubella vaccination on or after the first birthday or a positive sero- 
logic test), or unless the vaccine is specifically contralndlcated. In 
particular, susceptible nonpregnant women of child bearing age should 
receive rubella vaccination (a) during routine outpatient care In 
Internal medicine and gynecological clinics j <b) during routine visits to 
family planning cllnlcs| (c) following premarital screeningi (d) prior to 
discharge from a hospital for any reasonj and (e) after childbirth or 
abortion. Ideally, every opportunity should be taken to vaccinate 
susceptible women whenever they have contact with the health care 
system. In addition, evidence of Immunity to rubella should be required 
for all Individuals attending colleges and universities, and in work 
places and other places where women ©f chlldbearing age congregate* All 
hospital personnel (male and female) who might be at risk of exposure to 
patients Infected with rubella or who night have contact with pregnant 
patients should be immunised against rubella. 

Mptherla and tetanus. Diphtheria and tetanus have decreased drama tl- 
eally In the United States as a result of the widespread use of specific 
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taxDlds; howeveti the majority of the eases of these dlaeasas reported In 
the last S years have peeurred in adults* Of special ceneern to pregnant 
woman Is the prevention of neonatal tetanus which ooeurs following 
contamination of the umhillcal stump at or following delivery ustially as 
a result of an unattended delivery or one attended by untrained 
personnel « Imune pregnant women aonfer temporary proteotlon against 
tetanus to their Infants through transplacental passage of antibody, fhe 
results of serologic surveys done since 1977 have indicated that 11 
percent of women 18 to 39 years of age and 49 percent to 66 percent of 
those 60 years of age and older lack protective levels of circulating 
tetanus antitoxin (2) • 

All women should have a complete primary series of tetanus and diphtheria 
toKoldSi and those who have completed such a serlei should receive a 
booster dose every 10 years. The crablned toxoids for adult usti called 
Td| should be used to enhance protection against both diseases • 

Pregnant women not Immunliged previously against tetanus and diphtheria 
should receive two doses of Td properly spaced during pregnancy. Those 
who have received one or two doses of tetanus or dlphtharls toxoid 
previously should complete the primary series during pregnancy i and those 
who have completed a primary series should receive a booster dose of Td 
If 10 or more years have lapsed since the last dose. A reasonable 
precaution to minimise any theoretical concern about possible terato*^ 
genlclty would be waiting until the second trimester before giving a dose 
of Td. 

I&fluenMt Influenza A and B viruses cause peri r^^.f ^ widespread out- 
breaks of febrile respiratory Illness which under certain clrcumstaneesp 
may be complicated by pneumonia and death. Outbreaks cause significant 
short-term morbidity and are associated with deaths In excess of the 
number normally expected. It la estimated that from 1968 to 1983, mora 
than 200,000 excess deaths occurred in association with Influenaa 
epidemics. Host Influensa-related deaths occur In persons 65 years of 
age or older, or In chronically 111 perjions who are at Increased risk of 
Influensa-related complications. Such persons are considered to be 
medically at "high risk" during epidemics. In one recent study, for 
example p hospl tall sat Ion rates for adults with "high risk" medical 
conditions increased during major epidemics by about twofold to flvefQld 
In different age groups, reaching a maximum rate of about 800 excess 
hospltallEatlons per 100,000 high-risk persons (5). 

Excess deaths from 1968 to 1963 were attributable mainly to Influenia A 
viruses p although Influensa B virus epidemics were occasionally 
Implicated as In 1979 to 1980. Because the prevalent Influensa viruses 
may vary annually and because antigenic drifts In specific influenza 
viruses occur frequently p particularly In Influensa A viruses, the 
formulation of Influenza vaccine may be changed from year to year. 
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Because of the InereaBlng nunber of eld«rly women In the U.S. populntlon 
and because age and Its asBoeiated chronic dlseaaes are risk factors for 
severe Influenza lllneBs, the future toll from Influenza In wonen may 
increase, unless control measures are used more vigorously than In the 
past. Influenza vaccine Is 70 to 90 percent effective In preventlnB 
Illness in healthy adults less than 65 years old. In recent years iS 
older persons, particularly in those who reside In nursing homes 
efflca^cy has been on the order of 40 to 60 percent when vaccine stralni 
have been closely related to prevalent strains (6). In spite of the 
effectiveness of Influenza vaccine only an estimated 20 percent of 
persons In high risk groups are vaccinated in a given year. 

Annual laaunizatlon with a single dose of the current formulated 
influenza vaccine Is recommended for women who are at increased risk of 
adverse consequences of influenza infections. Individuals at high risk 
Include all women over 65 years of age and women of any age with chronic 
pulmonary disorders, renal disease, anemia, heart disease that may alter 
clr^latory dynamics, diabetes or other metabolic diseases or conditions 
that compromise the Immune defense mechanisms. Residents of nursing 
homes and other chronic care facilities are also at high risk. Investi? 
gatlons of Influenza outbreaks in nursing homes have demonstrated that 
S ^?n" ^^^^ *° percent, with case-faMlity ratios as 

high as 30 percent or more (6). Chronic diseases and other debilitating 
conditions are common among nursing home residents, and spread of 
envlronmLt"" ^plosive in such relatively crowded and closed 



conditions 
Infection 
environments • 

yacclnatlon is also recommended for medical-care personnel (esDeelallv 
those wh^o have contact with high risk patients) In'orde/ to ^u« t"a 
spread of Influenza to patients in hospitals and other settings. 



Pneimococcal dlseaBe. Pneumococcal infection is responsible for a 
^a^ y*;^' "^ife of ii.,,,, and of deaths in the United Statel 

each year. While pneumococcal pneumonia occurs In all aae eroun. ir, 

IgT'l'lt"%nfof1S"/"""^^%«'f"^"^ thosl"oveT4l"^rrB of 

/ twofold Increase in Incidence among those over 60 (2). 
Mortality from pneumococcal disease Is highest In patients who have 

eln=,:Lr^-r^sf-"^"" ^^'^ ^derlylng med^cir 

Patients having certain chronic conditions are clearly at increased risk 
of developing pneumococcal infection as well as eKperlenclng "orrseJeS 
illness when Infected. These conditions Include sickle ceU anemia 

T^ose'who"^avrhad'*"*'°f'' '"^ 'Pl-^^ dysfunction: 

inose who have had a splenectomy or an organ transplant are also at 

Increased risk. Other persons who may be at increased risk of developing 
pneumococcal Infection or having more severe Illness are ,lcohoTl« of 
d^ae!«^"'^"^^^'''' "ngestlve heart failure, chronic pulmonary 

disease, or conditions associated with being immunocompromised. ^ 
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Pneumococcal vaccine contains the 23 seroloilc types that are responsible 
for 87 percent of the bacteremlc pneumocDCcal disease In the United 
States reported to CDC In 1983. Vaccine efficacy Is 70 percent for 
persons over 55 years of age and 77 percent for other patients at 
ffioderately Increased risk of pneumococcal Infection (7). ImuniMtlon is 
recommended for women who are at Increased risk of pneumococcal disease 
and its complications because of \inderlying health conditions, and for 
thoae aged 65 and older^ who are otherwise healthy- Providers of health 
care to women should consider every contact with patients (i«e«, office 
visits I routine nursing home visits, hospitalizations) as an opportunity 
to offer pneumococcal imiunlEation • 

Hepatitis The estimated lifetime risk oi hepatitis B virus CHBV) 

Infection in the United States is approKlmately 5 percent for the 
population as a whole but may approach 100 percent for the highest risk 
groups (2), Annually an estimated 100,000 symptOTatlc cases of hapatitls 
fo^'^i®"!^ ^^"^ laadlng to approKlmately 16,000 hospitalizations and 
lyu fulminant cases of whom three^f ourths die (2). 

In 1983, 88 percent of the reported hepatitis B cases in which age Is 
known occurred in persons 20 years of age or older (2). Between six and 
10 percent of adults with HBV Infection becOTe carriers nf the virus* In 
the United States there Is a pool of 400,000 to 800,000 carriers of the 
virus. Chronic active hepatitis occurs in 25 percent of these carriers. 
Approximately 4,000 persons die of hepatitis B virus-related cirrhosis 
and 800 of hepatitis B virus-related liver cancer annually in the United 
States (2) • 

ImmuniMtion Is recoimended for women at increased risk of occupational, 
social, family, environmental, or llless-^related exposure to hepatitis B 
virus. These include workers In health-related occupations who have 
frequent exposure to blood, users of Illicit Injectable drugs, household 
and sexual contacts of IffiV carriers, residents and staff of Institutions 
for the mentally retarded, hemodialysis patients, and patients who are 
recipients of factor VIII or IX concentrates. Inmates of certain selected 
long-term correctional facilities also should be imiunlged. Use of 
vaccine should also be considered for a traveler likely to have contact 
with blood and/or secretions frOT sexual contact with, members of local 
populations in areas having a high Incidence of endemic disease. 

Of special concern to women who are chronic carriers of hepatitis B 
surface antigen Is the possibility of transmitting the virus to their 
Infants. If the mother Is positive for both hepatitis B surface antigen 
and hepatitis "e" antigen, about 80-90 percent of infants will become 
infected, and up to 90 percent of such infected Infants will become 
chronic carriers (8). The carrier state can be completely asymptomatic, 
but can lead to chronic liver disease in almost one third of carriers. 
Cirrhosis and primary hepatocellular carclnOTa are closely associated 
with chrOTlc hepatitis B infection. 
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Pregnant womets who belong to a group known tobe at hlg' li flsfc^ of liipatl- 
tls B Infection should be tested routinely f^f hipatltii B surface antigen 
during prenatal visits. These Include women (a) of Aell^, Ptctf Ic Mand, 
or Alaskan Esklao descent; (b) born In Haiti or Sub^Saniaran ^Africa; (c) 
women having a history of acute or chronic tivir dlge^i.^, (d) \*Qrkln| or 
being treated in a hemodialysis unit| (e) working or reilrfencc in an 

institution for the mentally retardedi (f ) tajeeted mm ^ ^lood ^enori; (g) 
receiving blood transf uslons on repeated occasional (Jh^D havl^ig frequent 
occupational exposure to blood In medical ©r iental m&t- ^ingg; <1> hiving 
household contact with a hepatitis B carrier or hemodl#3_yiii ^^tientj (j) 
having multiple episodes of venereal dlseaet ; ind (k) u^slng ^^rcutinious 
Illicit drugs. 



Infants born to mothers who are chronic hepatlds 3 ^^mrriir^ should be 
treated with hepatitis B Immune globulin as soon after ^blrth ^mm pesilble 
(preferably within 12 hours) and begin a course ot D.Munl^atlcn with 
hepatitis B vaccine within 7 days of birth. This rsgifl^n has beeiiahQwn 
to be over 90 percent effective In preventing Jevelopmec^t of hipati- 
tls B carrier state* 



Summary and Cmcduslons 

Public Health authorities and physicians oiast be cogiji. ^ant a»£ spaelfic 
requirements for Immunl^aton of women of slJlagas ipacl^l pfegrams 

may have to be designed. Prevention of the tiifietlouB d^liiase^s dlscugsed 
above should be an objective for the Nation. 
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Nutritional Issues in W^en 



Iiitrodu0ti<m 

The health of the Individual and the populition In gea «ral Is determined 
by a variety of hi ol ogle (genetle)* behavioral, s ecloeultural, and 
anvlroimental factors* Nutrition Is oni invlronmenta^ factor of great 
laportance in determining an individuals level of health and well* 
balng# A person's requirements of nutrlints are influ^enoed by genetics i 
lifestyle » the nature of diet and the hoiiostatlo demasnds under ehanglng 
physiologioal conditions expressed as growth^ reproduction^ and response 
to stress p injury or disease # 

Major Issues related to nutrition and mm arei nutrition^ exercise , 
and physical fitness; maternal nutritioB during pregnaiaey and lactationi 
adolescent ?autrltlon| nutrition of adultij nutrition of the elderly; 
ohaslty and its association with diabitiSp hypertens^oni and coronary 
artery disease; diabetes mellltus; hypertanfllani coronas^y artery disease; 
caneer of the breait and endometrlumi ostioporosisi the eating disorders ^ 
anorexia nervosa and bulimia | and Iron difiolency anemia ^ 

This paper Is United to a disausslon of maternal nutrition during 
pregnaney and lactation and to the subjicc of obesity which Is a major 
health problem In the UsS* The reader li dlreeted to other papers In 
this volume for additional Information on those topics which nutrition 

also plays a significant role« 

Matsnial nutrition during pregnancy and lactation* It Is axiomatic 
that nature (genei) will not thrive (aiture and reproduce) without 
nurture (diet). Most of the interest on the role of Q^utrltlonal status 
of pregnant wmen has focused on its effigte on fetal gcowth as a measure 
of fetal nutrition and as a predictor of piignancy outcoase* 

The nutritional status of the mother prlcrtd and during her pregnancy Is 
but one of the many Important factors thit Influence rfetal growth andj 
thusp blrthwelght. Genetic factors « Infiollonsi placenfeml abnormalities, 
toxlnSi the working envlroment, maternil obesity, d^abeteSi toxemlai 
hypertension^ various diseases and condltlonsi al€»%dl intakes ard 
smoking in pregnancy are known to Influenci birthwelght and, thus, fetal 
euteome. Also, any interference with thi dillvery of nutrients of the 
f#tus or the inability of the fetus to adapt to phya ^ologlcal changes 
that occur during pregnancy due to congenital defectB and chromosomal 
abnonalltles result in fetal malnutrition! 

The oulmlnatlon of fetal growth and the bgglnnlng of th-^ postnatal phase 
are represented by birthwelght* The cliisic study pasrtltlonlng birth* 
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weight variance Into Its components Is that of P«n5roBe (1). Ha concluded 
that about 38 percent of the variation between different Individual 
birthwelghts anoni surviving infants can be attributed to heredity. Of 
this, 16 percent was attributed to fetal hereditary factors other than 
sex, 2 percent to fetal sex, and 20 percent to the maternal hereditary 
constitution. The renainlng 62 percent, constituting the greater part of 
the variance, was attributable to envlronaental causes, of which 18 
percent was derived from the mother's general health and nutrition 6 
percent from her health during each particular pregnancy. 7 percent from 
her parity, 1 percent from her age, and the remaining 30 percent was 
attributable to unknown intrauterine Influences. Thus, the contriburlon 
of the fetus' own genes in determining its size when It is born is small 
and the contribution of maternal factors—both environmental and 
genetic — is overwhelming. 

A large volume of literature exists on malnutrition and brain development 
and on the relationship of chronic malnutrition In children to cognitive 
behavior and socialization. A complete bibliography of studies dealing 
with maternal nutrition and fetal growth is beyond the scope of this 
paper. A number of books including textbooks of nutrition and pediatrics 
and symposia ^ have simmarlzed literature and have emphasized the 
Importance of "good" maternal nutrition for normal fetal growth. 

Nutrition before and during pregnancy, and possibly the nutritional 
status of the mother during her growing years, may Influence fetal 
growth. It is generally assumed that a nutritionally excellent diet 
consumed by the mother during pregnancy is good for the fetus while a 
poor diet interfers with fetal growth. Nutritional deficits among 
pregnant women In developing societies have been related to the greater 
frequencies of low blrthwelght infants, whereas food supplementation 
prior to and during pregnancy increased blrthwelght. 

The ideal diet for the pregnant woman Is undefined because ethical 
considerations preclude the necessary experiments. Thus, estimation of 
nutritional requirements are based on data obtained from studies of 
changes in body composition and metabollsmi clinical observations 
measuring changes in total body weight, body water, body density oxveen 
constmption, and protein, fat, and minerals (such as calcium, sodium, and 
potassium) during pregnancy, as well a. the assessment of newborn size, 
body composition, and balance. 

Two recent publications by the National Research Council, "Laboratory 
Indices of Nutritional Status in Pregnancy" and "Maternal and Child 
Kealth Research,^ as well as the 9th Edition of "Recommended Dietary 

Allowances (1980) provide up-to-date information on the nutritional 

Tweeds of pregnant women (2,3.4). 

^n the United States, the nutrient standards have long been the 
Recommended Dietary Allowances (RDA). Although these have evolved over 
«he years and have been modified frequently, the basic philosophy has 
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remained the same« It la understood that IndlvlduEls of elmllar age, 
seXg and activity level say have different nutrient needs* Both genetic 
and environmental factors are presianably Involved* The needs of an 
Individual t however, are rarely known- Thus, If an adequate intake of a 
nutrient li to be assured for all or most individuals s the nutrient 
standard must be established at the upper end of the range of requirements 
of the group- ^e 9th Edition of the National Research Council *s EDA 
(1980) (4) recommends an additional energy Intake of 300 calories per day 
during pregnancy* In addition to Increased energy intake of an extra 300 
calories/day during pregnancy » the RDA for protein, fat'^soluble vitamins 
(vitamins A, D, and 1), water-soluble vitamins (C, thiamine, riboflavin, 
niacin, Bg^ folacltti and Bi2)i the minerals (calcluQi phosphorus s 

magneslumi zlnC| iodine, and Iron) are also Increased* 

The effects of "faalne** during the winter of 1944-45 In Holland adversely 
affected blrthweights of babies born during that period* Stein, et al, 
(5) carried out a detailed retrospective study Involving pregnant women 
from one area which had suffared tvom famine and two other areas that 
were unaffected during that period* Their study indicates that prenatal 
exposure to famine reduced postpartum maternal weight (4*3 percent), 
blrthwelght <9 percent), birth length (2*5 percent), head circumference 
(2.7 percent), and placental weight (15 percent)* The effects on the 
size of the fetus were apparent when the famine occurred in the last 
trimester* No significant reduction In blrthwelght occurred when the 
famine occurred during the first or second trimester* Furthermore, these 
effects on the sl^e of the fetus were apparent only when the caloric 
Intake was less than the official 1500*calorle ration* 

This unfortunate war*tlme situation, thus, demonstrated that severe 
nutritional deprivation during pregnancy impairs fetal grawth"a 
phencoenon that has been repeatedly demonstrated in animal eifperlments* 
The weight of the babies was 300*400 grams below expected blrthwelght, 
and the reduction in fetal length was less than the reduction in fetal 
weight* The subsequent development of the babies was normal which 
suggests that though subcutaneous fat was reduced » the development of 
vital organs had been normal* An Important aspect of the study Is the 
definition of a threshold for maternal energy Intake being less than 1500 
calories/day before any significant decrease In fetal weight was seen. 
However! the fact that the cognitive abilities of male survivors were 
unimpaired on a battery of tests Indicates that in well^ourlshed 
pregnant women severe calorie restriction In the third trimester affects 
blrthwelght but not cognition* 

Olbbs and Seitchlk (6) in their review on Nutrition In Pregnancy state i 

Human fetal or neonatal death or damage resulting frm 
severe calorie and protein deficits Is demonstrable frm 
clinical eKperlence* The Impact of lesser degrees of 
nutritional deficit on fetal health Is more difficult to 
Identify because of the ability of the mother to provide 



nutrients from eatabollsm of her own tissues and the 
ability of the placenta to adapt functionally to an 
adverse environment • 



Successful outcome of the pregnancy may also be determined 
by the prepregnancy nutritional condition of the mother. 
Within stable cultures with little Immigration, the 
highest fetal and neonatal losses occurred In women of 
shortest stature whose fathers had the lowest paying JobSj 
suggesting that restricted nutrition sufficient to reduce 
growth In height of the mother during childhood can limit 
adult repr^uctlve capacity. WCTien who were lean prior to 
pregnancy had smaller ner/^borns at term than those who were 
obese* Although unproved In himanSj protein-calorie 
restriction in animals, particularly rodents, will result 
in neonates with fewer cells In many organs * particularly 
the brain* and these animals will manifest learning 
disabilities if they fiurvive. Contrariwise , the black 
bear gestates, deliver i, and nurtures her cub during a 
prolonged period of total starvatiati. Applying the 
results of animal experriments , particularly those obtained 
In species where pregnancies are characterised by brief 
duration and large litters to those of h™an pregnancy^ 
may be illogical, but the possibility exists that limited 
nutrition of the fetus resulting frOT maternal 
malnutrition may produce peroanent neonatal disability. 
This suggestion alone provides sufficient incentive to 
provide each pregnant woman with an optimal diet during 
pregnancy. 

The average wman In the pnited States gains 11 kg during pregnancy. Two 
important factors need to be considered in giving dietary advice to an 
individual patient I the degree of obesity or leanness of the expectant 
mother prior to pregnancy* When compared to women of average weight and 
average weight gain, lean mothers (less than 110 pounds) who gain little 
during pregnancy (less than 10 pounds) produce excessive nisnbers of 
low-blrthweight Infants (less than 2,500 g) (7,8)^ 

It also must be pointed out that in the U.S. about 30,000 babies are born 
every year to adolescent mothers who are 15 years old or younger. In 
this age group, the preoaturity rate is more than twice that experienced 
by mothers who are 20 to 24 years eld* However, It has been found that 
rates of premature births among girls who are 14 or 15 years old can be 
reduced with prenatal care and Improved nutrient Intake. The nutrient 
needs of an adolescent girl are increased if she becomes pregnant durint 
her growth spurt* More research is needed to define the nutritionai 
needs of the adolescent mother and her fetus. 

Several lines of evidence suggest a relationship between vltamln/f olate 
levels and neural tube defect rates* For example, neural tube defects in 
the United Mngdom are more common in lower social classes in whom diet 
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tends to be poorer* Thara ara also sevaral reports of neural tube 
defects occurring In the offspring of women using the folate antagonist 
amlnopterln during pregnancy* Finally^ retrospactlva studies of women at 
the end of pregnancy have shown that those women whose Infants had neural 
tube defects have had lower levels of folate * ascorbic acldj and 
riboflavin than those with unaffected children (9). 

The nutritional status of the mother affects the growth and development 
of her child J as wall as her own health and well-^belng. Steadies are 
under way ont the relationship of maternal nutritional status to 
reproductive function; nutritional requirements of women during pregnancy 
and lactation I the relationship of maternal nutrient Intake to fetal 
outcome and subsequent Infant growth and development! placental transport 
of nutrients from maternal to fetal circulatloni the causes of and 
potential nutritional therapy for intrauterine growth retardation; 
nutritional requirements during lactation; and the various components of 
human milk (10)* 

Priorities for future research in this area include i 

• Studies to examine the role of nutrition in 
reproductive processes with emphasis on certain 
vitamins and minerals * such as vitamins B5, E, 
folates and zinc* as well as the reproductive 
consequences of a low-^protein diet and the 
relationship of food resources to reproduction* 

• Studies to detemine the effects of maternal nutrition 
and weight gain during pregnancy on fetal growth and 
developments as" well as on neonatal status including 
perinatal morbidity and mortality^ and to define the 
Ideal growth rate in utero. 

• Studies to identify the fetus predisposed to Intra^ 
uterine growth retardation In order that Improved 
procedures for treatment in utero can be developed • 

• Studies to determine the nutrient requirements of 
pregnant women with metabolic disorders such as 
obesity, hypertension^ diabetes mellltus^ or inborn 
errors of metabolism. 

• Investigations to examine the manifestations of fetal 
alcohol syndrome. 

• Studies to determine the nutritional needs of the 
pregnant adolescent and her fetus in order to develop 
appropriate Interventions that prevent the birth of 
physically or mentally damaged offspring. 
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Factors that affect lactation and the Immune properties of himan milk 
need to be examined In order to establish the best possible conditions 
for infant feeding. The following studies are of particular relevance i 

# Investigations to determine the bioenergetics of 
lactations. » 



m itudlea to examine the effects of dietj smoking, and 
alcohol on lactation* 

• Studies to obtain additional information about the 
prevalence and duration of breast feeding In different 
racial groups with various levels of education In 
order to develop more effective programs to prOTote 
breast feeding. 

Obesity* Obesity is associated vith hypertinsion, hyperllpidemia and 
hypercholesterolemia, and diabetes, and contributes to increased 
postsurgical infections and complications of pregnancy. In women, 
obesity is associated with increased risk for cancer of the breast and 
end ometritsn. 



For many years, it was thought that the morbid effects of overweight and 
obesity on coronary artery disease were mediated through the risk factors 
associated with overweight, such as hyperllpidemia » hypertension, and 
impaired glucose tolerance* Hwever, that this is not the case was shown 
by a recent analysis of the Framingham Heart Study (based on a 26*year 
followup) carried out by Hubert, et al (11). The data indicate that 
obesity, measured by Metropolitan Relative Weight (KRW), is a significant 
independent predictor of cardiovascular diseasl (CVD)* The data further 
show that weight gain after the young adult years conveyed an increase 
risk of CTO in both sexes that could not be attributed either to the 
initial weight or the levels of the risk factors that may have resulted 
from weight gain. The authors concluded that "intervention In obesity, 
in addition to the well established risk factors, appears to be an 
advisable goal In the primary prevention of CVD*" 

Garrison, et al showed that the concept of **desirable weight,'' developed 
by the Metropolitan Life Insurance COTpany In 1959 and subsequent v 
distributed in tabular form, is validated by the analyses of the d^ % 
from the Framingham Heart Study (12). Thus, even those men who were t r 
the average weight (about 20 percent above "desirable weight**) shot ^ 
appreciably elevated mortality* This finding is contrary to the widely 
held view that moderate overweight carries no increased risk* 

In a subsequent analysis of the offspring of the Framingham Heart Study, 
Hubert, et al stated: ''changes in lipoprotein cholesterol (HDL, LDL, 
VI^L) and blood pressure were observed longitudinally in approximately 
700 men and women who were 20 to 29 years of age at entry to the study* 
Stepwise » linear regression procedures were used to Identify characteris- 
tics in each sex which were significantly (P .OS) associated with these 
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risk faetor ehangee* Quetelet's Index (QI)* smoking status^ alcohol 
Intakai and their changes » as well as changes In physical activity and, 
In wraeAi use of oral cantraceptives» were considered in all analyses • 
The characteristic isost strongly related to lipoprotein and blood 
pressure changes In both sexes was change in QI> A unit change In QI 
(3 kgs) i for eKample» resulted In a change in LDL of about 3 mg/dl in 
young mmnm In addition to weight gains increased cigarette use, decreased 
alcohol Intake^ and» In womeUt going on "the pill" were associated with 
detrimental changes In lipoprotein profiles during followup« These 
findings are among the first to offer prospective evidence which suggests 
that habits developed during young adulthood , particularly those which 
influence relative weight » have a substantial effect on lipoprotein 
cholesterol profiles in both men and women (13}. The data also Indicate 
that weight gain Is the first step In a chain of evants that lead to 
Increased morbidity and mortality fTom cardiovascular disease* 

In order to precisely define the health Implications of obesity and, 
thus I begin to fon&ulate the concepts of the relationship between body 
weight, healthp and longevity , and to clarify the terminology used 
(Ideal, desirable I acceptable , IffiW), a workshop was held in 1982 
sponsored by the NIH Nutrition Coordinating Goraalttee and the Centers for 
Disease Control* A smEmary of the workshop was published (14) • The 
workshop concluded that in the United States , below^average weights tend 
to be associated t^th the greatest longevity If such weights are not 
associated with concurrent Illness or a history of significant medical 
Impairaent* Overweight persons tend to die sooner than average^elght 
persons p particularly those who are overweight at younger ages« ^e 
effect of obesity on nortallty Is delayed p so that It is not seen In 
short-term studies. The Interpretation of studies on body weight, 
morbidity p and mortality must carefully consider the definition of 
obesity used, preeKlstlng illnesses In persons , the length of followupp 
and any confounding risk factors- The most recent analysis of the 
Framlngham data has shown strong evidence that body weights p in excess of 
those racramiended as desirable by the 1959 Hetropolitan Life Insurance 
Table, are associated with increased mortality (Table !)• 

In the U. S., the National Health Examination Sux^ey and the Kational 
Health and Nutrition Examination Surveys I and II provide data on weight 
and height of the population that makes It possible to examine the 
prevalence of obesity at the time of the surveys- The three surveys have 
defined "overweight" as being a body mass index (BMI) at or higher than 
that which obtains at the 85th percentile for men (BMI 28 kg/ffi2) and 
women (BMI 34 kg/m^'^) ages 20 to 29 years studied between 1976 and 
19S0 (15)* "Severe overweight" Is defined as a BMI (32 kg/m2 for men 
and 42 kg/m^'- for women) at or higher than the 95th percentile of the 
same 20 to 29^year old reference group. The rationale underlying use of 
the 20 to 29*year eld reference population is that young adults are 
relatively lean and the Increase In body weight p which usually occurs as 
men and women agep Is due almost entirely to fat accumulation- It isp of 
courscp well known that the U.S* population at ages 20 to 29p although 
young Is not necessarily lean, therefore, any calculation based on this 
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"rationale," underestimates the prevelance of obesity. Furthermore, the 
criteria (85th or 95th percentlla) are defined statistically | they are 
not derived from morbidity or mortality eKperlence of the survey popu^ 
lation. ThuSj by the NHANIS BMI criteria^ 32*6 million adult toerlcans 
are overweight, while 11*5 million c :e severely overweight- If we 
calculate the prevalence of obesity, based on the work of Garrison and 
Hubert J using criteria related to morbidity and mortality frra cardio- 
vascular disease j then 80 percent of men and 70 percent of women above 
the age of 40 years in the Framlngham Heart Study are above the desirable 
weight range (HEW 110 percent | 24*4 kg/m^) (14), Studies have shown 
that the weights of the Framlngham Heart Study cohort are similar to 
those in the general population of the UsS* 

Table I* 

Desirable Weight Eanges—^es 25 and Over 
(Weight, in pounds, without ciothlngi height without shoes) 



Height 


Men 




Women 


!t~lnches no ehoes 


WBight 


Weight* 


Weight 


Weight* 




Range 


MRW-lOO 


Sange 


JffiM-100 


4 '9" 






90-118 


100 


4 '10" 






92-121 


103 


A'll" 






95-124 


106 


S'O" 






98-127 


109 


5'1" 


105-134 


117 


101-130 


112 


5 '2" 


108-137 


120 


104-134 


116 


5 '3" 


111-141 


124 


107-138 


120 


5 '4" 


114-145 


126 


110-142 


124 


5 '5" 


117-149 


129 


114-146 


128 


5 '6" 


121-154 


133 


118-150 


132 


5'7" 


125-159 


138 


122-154 


136 


S'8" 


129-163 


142 


126-159 


140 


5'9" 


133-167 


146 


130-164 


144 


5 '10" 


137-172 


150 


134-169 


148 


5 '11" 


141-177 


155 






6'0" 


145-182 


159 






6'1" 


149-187 


164 






6'2'* 


153-192 


169 






6»3" 


157-197 


174 







♦Midpoint of medium frame range~used to cOTpute IffiW: 

MEW ^ [(Actual welght)/{Mi dpolnt of medliaa frame range)] x 100 

NOTEi For women between the ages of 18-25 years* subtract one 
pound for each year under 25* 

Adapted from the 1959 Metropolitan Desirable Weight Table* 
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Based on the Information at hand, and until furthar research defines the 
range of body weight for least morbidity and longest survival, the 
recOTusended range of weights should conform to the table based on the 
1959 Metropolitan Life Insurance* 

It Is clear that overweight Is a significant problem in our society and 
that excess body fat (obesity) is associated with many chronic diseases 
of advancing ages as well as the decreased longevity . Numerous weight 
control approaches, either self-admlnlstratlon or medically supervised, 
are available, ^ese include weight-reducing diets Ce*g*, total fastlngi 
protein sparing modified fasts, novelty diets, nutritionally balanced and 
unbalanced low-energy diets), increased physical activity, and behavior 
modification techniques directed at decrraslng energy intake and 
increasing energy expenditure, pharmacotherapy, and surgery. These 
weight control approaches vary considerably in their effectiveness in 
decreasing body fat, as well as in their associated health risks which 
range from mild to severe (sudden death). 

In general, the ability of most currently available weight control 
approaches to sustain weight loss has been disappointing. To success- 
fully lose and maintain body weight without compromising health, weight 
control efforts should be individualized or tailored to each person and 
be comprehensive, involving multiple treatment modalities (e.g., diet 
therapy, physical activity, and behavior modification). 

toericsns' quest for sllmness has led to more than 30,000 methods of 
weight control and a multibilllon dollar diet Industry. This 
proliferation in weight control measures is explained In part by the 
failure of most currently available programs to result in" sustained 
weight losses. About 95 percent of individuals who lose weight regain it 
within the first year. Moreover, people tend to seek easy, effortless 
ways to lose weight, often risking their health in the process. While 
many Individuals are encouraged to loss weight for reasons of health a 
vast majority are motivated by cosmetic or aesthetic concerns. ' 

Losing weight and maintaining a significant weight loss cannot be 
accomplished without a major and permanent change in lifestyle. Special 
diets of unusual food combinations and other radical measures carry 
considerable risk and have nothing more to offer. Prevention of obesity 
and excess body weight undoubtedly Is preferable to treatment. However 
when treatment is indicated, its risks should be weighed against thi 
nazards of remaining obese or overweight. 

Research Is underway to examine the genetic, metabolic, clinical 
environmental, and behavioral aspects of obesity In animal models: to 
define the types of obesityi and to establish better methods of 
prevention and treatment. Studies of the developmental aspects of 
obesity, its natural history, and its heterogeneous origins attempt to 
Identify determinants of obesity In infancy, childhood, and adolescence. 
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The degree of overweight, which carries additional risk without affectlni 
mortality^ needs to be defined. Overweight, most likely, contributes in 
varying degrees to morbidity In different societies, since the risk for 
most comon chronic diseases is multifactorial* In defining overweight 
and obesity, morbidity in addition to mortality, should be taken into 
consideration. 

The familial aggregation of obesity, diabetes mellltus, coronary artery 
diseases, and high blood pressure means that the offspring of parents (or 
grandparents) with these conditions may be identified at increased risk 
of developing these same conditions. Particular care, therefore, should, 
be taken to ensure that these families do not gain weight in adult life 
and remain within the range of weights shown In Table I. A sustantial 
proportion of the population without these familial disorders remain at 
risk of becoming overweight and developing these conditions. 

Obesity or overweight is considered to be one of the major public health 
and nutrition problems of our time. Indeed, weight control is recognized 
by the PHS as a national health priority* The specific goals outlined by 
the PHS call for a significant decrease in the prevalence of oveTOeight 
among U.S. adults by the year 1990 with emphasis on Improved awareness of 
safe and effective means of losing weight* 

Because obesity is a major public health problem, there is need to expand 
research in this area and to develop the necessary data to define the 
weight range by sex, age, and height that is associated with the least 
morbidity and mortality. 

Priorities for future research in this area Include i 

• Studies to consider the metabolic and genetic factors 
related to obesity; Investigations on dietary determi- 
nants (nutrients sources, intake, and balance) that 
affect the metabolism of the adipose cell and Its 
effect, in turn, on appetite | the effect of various 
physiological and genetic factors on eating behaviors 
and subsequent weight gain or weight control | the 
mechanisms by which obesity contributes to the develops 
ment of diseases such as diabetes, coronary heart 
disease , hypertension, canceri and the deteralnants of 
genetic or biochemical markers, or both, for the 
different kinds of obesity. 

• Research to examine the role of the central nervous 
system in the etiology of obesity | studies on the 
neurophysiology of ingestlve behaviors In terms of the 
neurochemical and neuroanatamlcal integrations at the 
level of the neuron and synapse, as well as the 
neur ©anatomical pathways and neurological mechanisms 
of taste and smell that affect eating behaviors* 
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Invastlgatlons to elucldata the behavioral, psycho" 
logical, and developmental faetors related to obesltyj 
sueh as the behavioral^ psychological, and social 
correlates that influenca the development and 
maintenance of overeating and obesity; psychological 
and social factors that Influence weight gain and 
weight control during Infancy, childhood, and 
adolescence; the attributes of diet» such as nutrient 
Imbalances, or source that promt te hyperphagla; 
behavioral strategies to reduce dietary fat Intake and 
their application to large population groups | the 
relationship of stress responsiveness to overeating 
and obesity, as well as the relationship of overeating 
and obesity to psychiatric illness- 
Studies to examine the effects of overweight or 
obesity, or both, on health and longevity in order to 
develop an appropriate data base relating body weight 
by age, sex, and possibly frame sise to morbidity and 
mortality so as to permit the preparation of reference 
tables for defining the range of body weight based on 
morbidity and mortality statistics- Reference data 
should take into account appropriate attributes 
(physical activity level, nature of the diet, etc.), 
as well as possible changes In the at tributes - 

New observational studies are needed In order to 
quantify. In study populations, the relationship of 
risk factors to morbidity and mortality. In addition, 
since obesity has been sh©^ to be a significant 
independent risk factor for cardiovascular disease, 
there is a need tot investigate the ways in which 
overweight becOTes or acts as a "marker" for premature 
demise I define the effect of duration of overweight on 
health In order to ascertain the specific age (how 
early in life) at which, overweight becraes a marker 
for morbidity and mortalityi identify the various 
types of obesity and that are associated with specific 
diseases at different stages of the life cycle (e-g-, 
upper trunk obesity with diabetes, fat cell number, 
and hypertension In early adulthood | and hypertension 
in middle age)- 

Investlgatlons for the prevention and successful 
treatment measures of obesity | various treatments that 
need to be examined include the use of hypocalorlc 
regimens, the effects of exercise on metabolism, and 
subsequent weight loss, behavioral modification 
therapies, and psychological and psychophannacological 



treatment of overeating and obesity. Such treatments need 
to be examined across the various stages of the life 
cycles as well as in terms of their success and safety In 
maintaining weight loss without provoking or aggravating 
other medical disorders* 



* A 
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Introduotlon 

Premenstrual Syndrrae (FMS) 1b a widespread condition defined by physleal 
and psychological symptoms which occur cyclically about 7 to 10 days 
before menstruation and disappear once menstruation begins. The physical 
symptoms of Include breast tenderness, fatigue, headache | weight 

gain I water retention and cravings for sweat or salty foods • FHS* 
psychological symptoms most frequently appear as mood changes ^ with 
Irritability and depression being among the major complaints- These 
symptoms may occur alone or in combination and may fluctiiate from woman 
to woman and from month to month in the same woman • l^lle about 40 
percent of American women eKperlence some of the symptoms of 7HB^ only 
about 5^10 percent^^or SpOOOpOOO ^ 7,000,000 women — are believed to be 
severely affected* There is no evidence to Indicate that women show any 
impairment of cognitive or perceptual^otor skills during the premenstrual 
phase or during any other phase of the menstrual cycle (1)* 

^e consensus among researchers Is that is a physiologically based 

condition that accounts for a variety of physical and psychological 
symptoms* The way that FMS is perceived la influenced by psychological 
and socio^cultural factors. Since the etiology of WHB is obscure, it is 
unclear whether PHS is a syndrome per se , a combination of many different 
syndromes I or an extreme form of normal premenstrual symptoms. Nonethe^ 
less, the fact that FMS symptoms are cyclic and consistent over time 
supports the view that WHB is a "a major clinical entity" (2). 

No standard treatment for ¥HB exists, yet there Is no scarcity of 
eKperimental treatment modalltles^^such as progesterone, vitamin Bg, 
bromocriptine, diuretics, diet and psychotherapy. Because of the array 
of physical and psychological symptms that constitute FMSj some argue 
that no single treatment will be successful for EMS. On the other hand, 
if FMS proves to result from a discrete neuroendocrine alteration, a 
single treatment might be feasible. 

PHS was first recognised In the medical literature In 1931 by Dr. Robert 
?• Frank (3) who carefully described the scope of the syndrome* In 
addition to describing the diverse symptoms of FMSj he noted that the 
female suicide rate was highest during the time Imediately before 
menstruation. While many different investigators subsequently studied 
FMS, it was not until the 1950s and 1960s that ^S became more widely 
recognized through the work of Dalton (4) In England. Theorizing that 
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PMS resulted from a deficit of pFogesterone, she pioneered the use of 
progesterone therapy. Although sose of Dalton's methodology Is 
eontroverslal, there Is no question that her cOTmltoent to the field 
captured the scientific and popular imagination. 

Diagnosis* ¥HB la defined by a cluster of symptoms preceding menses 
which disappear when menstruation begins » The s^ptoms of FHS are 
multiple I they vary between women | they vary in severity In the same 
WOTan at different times | they may occur at other times during the 
menstrual cycle, and they may occur in conjuctlon with other diagnoses* 
It is obviously difficult, therefore, to deteralne whether one or more 
symptoms of PMS actually constitute MBp are components of other 
disorders p or are simply benign* Because these diagnostic distinctions 
are hard to make, ¥HB restiarch has been replete with conflicting findings 
regarding etiology and treatment* 

However, in the past few years progress has been made in the Identl*^ 
ficatlon and measurement of FHB* Investigators have developed a variety 
of questionnaires that depend on patient self '"reports* nie Menstrual 
Distress Questlonnaire^^a method of assessing menstrual cycle s^ptoms 
that was developed in 1968 and is still used**covers a number of the WIS 
symptoms. This questionnaire was modified by Abraham to address FHS 
(5)* On the basis of a 19-1 tern questionnaire, TOS patients are divided 
into four subgroups characterised by: amElety and irritability | symptoms 
of water retention^ increased appetite and food cravings; and depressed 
affect* More recently, a 95-ltem premenstrtial s^ptom assessment form 
was developed by Halbrelch, Indlcott and associates (6)* 

These scales can be used to define symptoms adequately, assess their 
Intensity, aiid determine their relation to the menstrual period* 
Especially important for research is the use of these scaling methods 
prospectively* This allows assessment of an ^.nteraenstrual symptOT 
baselinei dliicrimlnation of menstrually related disorders from those 
which fluctuate throughout the cycle, and consistency and predictability 
of symptoms (7)* Ideally, researchers seek to verify patient 
self-reports* Many investigators are beginning to develop rigid criteria 
for Inclusion into FHB studies, e*g*| women suffering from ongoing 
affective or personality dlsordfrs are excluded* 

As progress continues to be made in the diagnosis of IMS, research on its 
etiology and treatment will become more rigorous and findings more 
generailzable. Some of the conflicting findings presented below can be 
expected to be resolved. 

Etiology and treatment. None of the nimerous theories advanced to 
explain the etiology of PMS has received conclusive experimental 
support. Each theory has led to an experimental treatment, and, in turn, 
the purported success or failure of a treatment has reshaped the theory* 
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Many results to date have been based on anecdotal Inforaation or on 
poorly eontrolled , often conf lleting ^ studies of soffletlnies heterogeneous 
populations. A further COTplieatlon Is that studies of therapeutic 
efficacy show a high placebo effect— namely , that women will show some 
Improvement of FtLB symptoms no matter what treatment they are given. In 
fact. It Is often asserted that women with mild PMS symptoms get relief 
from the simple acknowledgement by a physician that PMS Is a recognised 
disorder from which they may be sufferlng- 

What follows Is a brief description of a number of research avenues on 
etiology and treatment, including references to double blind clinical 
trials. Double blind clinical trials utilise two groups of randomly 
assigned subjects > an eKperlmental group receiving the treatment matched 
with a control group receiving a placebo, with neither the investigator 
nor the subject knowing which group they are in. 

Progesterone hi.s been implicated in the etiology of PMS for many years, 
but after extensive research the role of progesterone Is still in 
dispute. Early theories about MB pointed to a progesterone deficiency 
during the the second half (or luteal phase) of the menstrual cycle 
leading to an altered estrogen/progesterone ratio* This theory was 
believed to account for the observation that i^S mym-ptomB intensify as 
progesterone levels decline late In the luteal phase* Conflicting 
findings have been reported from over 10 different studies as to whether 
serra progesterone levels are in fact lower among ms sufferers. ^Is 
has has led to doubts about the progesterone theory, but others argue 
that plasma studies are Inherently unreliable unless they account for the 
pulsatile nature of progesterone release. 

A nmber of different controlled trials have been perforaed on 
progesterone— administered Intramuscularly , by suppository. In an oral 
mlcronlged form, or In the fom of a synthetic progestin*- But many of 
these studies have suffered from methodological problems and the results 
have been contradictory (2), A large double blind, cross-over (when the 
study subject receives the experimental treatment and the placebo at 
different times) trial of progesterone was recently completed by an 
Australian team headed by Lorraine Dennerstelni Prr . -.sterone— In an oral 
micronized form— was found to be effective in ameliorating PMS. The 
report of the study has been submlttfed to the British Medical Journal . 
In the United States three clinical trials of progesterone ^re t^w 
underway at the National Institute of Mental Health, Vanderbllt 
University and the University of Southern California Medical Center. 

Since cyclic ovarian function Is somehow causally related to PMS 
S3^pt©ms, Investigators have recently attempted to raversibly eliminate 
ovarian cycliclty to de.;eralne the effects on PMS s^mptOTs* A compound 
acting like gonad otropln-releasing hormone (a hypothalamic hormone) was 
given to ms women — ^to produce a "medical ovariectomy"^ — and PMS s^ptOTs 
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were found to be alleviated for the short term of the controlled trl^l 
(8). Ovulation and menstruation returned rapidly after the therapy was 
termlnatad. The safe and effective use of this therapy for the long tenn 
remains to be determined. 

Ovarian hormones have also been implicated In the fluid retention 
symptoms seen in PMS. Diuretics, as a class, are the most widely 
prescribed treatment for PMS despite the fact that studies have shown 
that women with WHB do not , on the whole, shw significant fluid 
retention as evidenced by weight gain or an increase In total body 
water. In the few controlled studies that have been perforaed using 
diuretics^ there has been no improvement In premenstrual symptoms (9)* 
Ovarian hormones may influence fluid balance by stimulating aldosterone 
release « Plasma aldosterone levels are elevated during the luteal 
phase* But women with WHS are no different than other women in the 
luteal rise of aldosterone. However ^ the diuretic, spironolactone , which 
reduces aldosterone levels, has been tried In at least one double blind 
study with a significant reduction In weight gain and a somewhat 
unexpected improvement of KIS ' psychological symptoms (9)* 

An excess of the honnone prolactin has also been postulated to play a 
role In PMS. Despite the fact that studies assessing plasma prolactin 
levels during the luteal phase have been contradictory, brOTOcrlptlne has 
been prescribed because it reduces prolactin levels* While the results 
have been mixed for most PHS symptoms, brOTOcrlptlne does appear to be 
effective In relieving breast tenderness. Breast pain and nodularity 
appear to respond to treatment with Vitamin as shown In a recent study 
of women with benign breast disease who experience PHS symptoms (10). 

Another theory about the cause of PMS implicates endogenous opioid 
peptides In the central nervous system* There is a compleK interaction 
between endogenous opioid peptides, such as B^endorphln, and the levels 
of progesterone and estrogen. Endogenous opioid peptides are known to be 
involved In the regulation of mood and behavior* Reld and Yen (2, 11) 
have hypothesized that PMS might be triggered by excessive exposure to, 
or withdrawal from, endogenous opioid peptides. In their view, this may 
be the central event responsible for the constellation of PMS symptoms. 
This hypothesis Is reinforced by the observation of a similarity between 
narcotic withdrawal and ms^ and by findings which show that blocking 
endogenous opiates with naloxone in normal volunteers produces a group of 
symptoms which closely resemble PMS (12). However* studies of 
B^endorphln levels in plasma (13) and cerebrospinal fluid (14) hmve not 
conflmed a premenstrual decline in endogenous opiates in women with PMS* 

Vitamin Bg has been advocated for treatment of ¥HB since the 1940s. It 
was originally believed that Bg would correct an abe^rrant estrogen 
metabolism. More recently, administration of vitamin Bg is thought to 
augment the synthesis of brain monoamines that are Implicated in the 
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expression of mood. Nevarthelsss , the efficacy of Bg for traatnent of 
PMS has not been established, although Its efficacy for Improvlni 
depression associated with tha use of oral contraceptives has been 
established in a large double blind study. Since vitamin Ba can be 
used safely (as long as doses do not approach toxicity) and without 
prescription, clinicians now recommend as a first step in troatina PMS 
dlL"fnd°/ ''".^"^"m!^ In doses of about 200 mg/d^y along with improv.d 
diet and exercise (15, 16). The specific dietary recommendations include 

«?Lrj^^'""^ and refined sugars during the premenstrual phase 

along with emphasis on a well-balanced diet. 

Psychotherapy and psychoactive drugs have also been used to treat the 
irritability anxiety and depression symptoms seen in some women with 
A A^"?*^ t ^.,*Is'" """ful events are exacerbating PMS (15). Rose 
and Abplanalp (17) argue that only a small fraction of the women who 

havJL ^^M?°f "^^^ ^'"i,. complaints can be diagnosed as 

n^^fw?^ ; mfc ™^ ^* conv.nl.nt scapegoat for* problems 

unrelated to PMS. Psychoactive drugs such as lithium and tranqulllaing 

thf«^ ? J"" ."-u'* " symptom, of PMS, but thus far none of 

these agents has withstood the rigor of controlled clinical trials. 

In summary, the panoply of experimental approaches to treat PMS are based 
eLerllnff " «° "s etioloty. Although many women have 

experienced some form of relief through one or more of these therapies 
health care professionals urge caution In their us. and a cSefui 
consideration of the risks and benefits of each. Because of the "rong 

^^"ff ^^^^ -l^^ concerned about thf 

conmerciallzatl on of inadequately tested treatments. 

reffS?Sf^' '^i*^ ™S. The consensus among 

researchers supports an underlying physiological basis for PMS thai 
contributes to the array of physical, paychologlc.l, and behaviorai 
fa^torfcan^nfl""" H."'"" cverlooked isMat p.Whologlcal ^dTolSj 
aaf h*. ^ expression of ms symptoms. For example. Ruble 

(18) has shown that, regardless of the actual time during the cycle 

PmI-LJI ^^". "-^^ u^ ^""""^ ^^'^^ pr.«enstru.l%.p;rt 

PMS-type symptoms than w^.n who ar. led to believe that they a" mll- 
cycl.. Though the Int.rrelatlonships between biological, psychological 
f^"°" are only b.ginnini to be studied al) 

many clinicians report that patients Improve when they learn that PMS is 

wL"^^P."'."'*^*"^ " uncomfortable aspect of normal 

womanhood that Is best left in th. closet. At the same tjme, f.ml^"?s 

to dl^lcrl^^^f " recognition of PMS as a clinical .ntlty m^y leal 

to discrimination against, or st.reotyp.s about, women. Both in Its 
expression and In its Impact, PMS represents a dynamic interaction 
between physiology, psychology, and culture. teraccion 

The legal implications of PMS have r.celved enormous attention In the 
press despite the fact that in only a handful of eases worldwide has ml 
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been Involved. For eKample, In England PMS was successfully used as a 
oltlgatlng factor In violent crime. Butj PMS Is sKpreasad with great 
variability from one individual to the next and only rarely is It 
associated with violent and/or uncontrollable behavior* It Is eKpacted 
that PMS will be Introduced into various areas of civil law, such as 
domestic relations and child custody cases i and perhaps into criminal 
law. The liBpact of PMS on the responsible behavior of a given individual 
and its relevance for legal decisions will have to be made on an 
individual and case by case basis* 

Simma^y Cniolusion 

Preffienstrual syndrome is a physiologically based condition of unknown 
etiology that Is marked by a cluster of symptoms precedlni menses. 
Although there Is as yet no standard treatment, many treatments are being 
tested « As diagnostic methods are further refined , much progress in 
treatment research is expected to occur. Interdisciplinary research and 
training are needed to examine the biological , psychosocial and cultural 
factors In the development and expression of MS. Patient education Is 
important to relieve symptoms and to limit the proliferation of untested 
and often expensive therapies. 
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Smoking and Women's ^alth 



Introduotion 

Over 23,000,000 adult wraen In the United States smoke cigarettes on a 
dally basis (1)* Mora than 2,000 adolescant fOTales begin smoking In 
this eountry every day* Smoking among teenage girls "in the U.S, has 
inereasad by nearly 800 percent In the past decade (2), At t^- .ame 
time. It Is widely known thati 

• the Incidence of lung cancer among women has Increased 
by more than 250 pereent In the past 30 years and will 
soon surpass breast cancer as the most comnon primary 
cancer among wOTien (1, 3)| 

• olgarette smoking Inereases the risk of coronary heart 
disease among wraen several fold and* among those using 
oral contraceptives I by a factor of approKimataly ten| 

• there is a sharply rising mortality rate among women 
due to smoking^ralated chronic obstructive lung 
disease (3, 4); and, 

• there is an established relationship between smoking 
during pregnancy and reduced birth weight, spontaneous 
abortioni sudden infant death syndrOTes fetal growth 
retardation, preterm delivery, and ultimately, the 
long-term growth, intellectual development, and 
behavioral development of the child (3, 4), 

Many questions arise when these two data sources-^-^one Indicating that 
cigarette smoking continues to be quite prevalent and, in some cases, ©n 
the rise among tJ*Ss women, and the other Indicating that this behavior 
often results in severe, lif e^threatenlng health consequences for these 
women and their of f sprlng^are Juxtaposed. The most obvious is why, when 
knowledge of the severe health consequences of smoking are apparently 
well'^known, women continue to Initiate and prolong this behavior* Other 
questions Include, why it Is that only recently the long-term health 
consequences for women have become as remarkable as they have been for 
men for a considerably longer period of time- what the differences are 
between males and females in regard to factors leading to Initiation of 
smoking and the methods for successful prevention, cessation, and 
prevention of relapse | what smoking Issues are unique to womeni and, most 
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Importantly, what can be done to aid In reducing the prevalence of 
cigarette emoking among women and prevent Initiation. 



The full scope of these questlona and the many others related to them 
certainly cannot be adequately addressed In this brief document | in fact, 
the 1980 Surgeon General's Report on the health consequences of smoking 
for women addressed many of these issues and remains the most compre- 
hensive source of InfoMatlon in this area (3). Nevertheless, a brief 
review of the pattern of smoking In wraen, its consequences, unique 
aspects, and relevant psychosocial and behavioral Issues will provide an 
outline for the r^comendations which conclude this overview, 

Fattems of cigarette smoking among WOTen. As noted above, approKl- 
mately 23,000,000 toerlcan women are ^ regular smokersi This figure 
represents about 28 percent of adult wOTen In the U,S, (cOTpared to 37 
percent of adult males)* Just over 20 percent of teenage females are 
regular smokers (compared to Just under 20 percent for teenage males). 
There are three particularly relevant aspects of these data In regard to 
smoking In wOTeni (a) Although as Table 1 Indicates, the prevalence 
rates In women never reached the rates for males, the rate of decline In 
smoking prevalence in women is considerably less than that for men. 
Since the 1964 Surgeon General's Report, there has been only a 5 percent 
decline In smoking prevalence rates in females crapared to a 14 percent 
decline among males. The result of this difference In rates of decline 
gSZ M ^ convergence of the development of smoklng-related disease 
between males and females In the future. However, there Is some evidence 
that. In the case of cancer, the lower tar cigarettes being smoked today 
(particularly by women) compared to the tar levels in cigarettes smoked 
in the past by men may have some attenuating affect* Thus, the previous 
statement must be couched In conditional terms. 

Table 1 



Year 


Females 


Males 


1935 


18.1 


52.5 


1955 


24,5 


52.6 


1965 


33.3 


51.1 


1970 


31.1 


43,5 


1974 


31.9 


42.7 


1976 


32.0 


41.9 


1978 


29.9 


37.0 


1979 


28.2 


36.9 


(Adapted froms U.S. Surgeon 


Central 


The Health 


Consequences of 


Smoking 


for Women. 


Washington, D.C. 


U.S. 


Government 


Printing Of flea, 1980.) 
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(b) Charts 2 and 3 compare changes In the prevalsnce of cigarette smoking 
aoong successive birth cohorts of tten atid women between 1900 and 1978. 
The most striking factor in these data Is that, while the peak prevalence 
for Eslas occurred among the 1911^1920 birth cohort during the ffiid-1940's, 
the peak prevalence for females occurred among the 1931^1940 birth cohort 
during the mid^l960's* This means that, contrary to previous assertions, 
women are by no means lass susceptible to development of smoklng'^related 
diseases than men» but only that they are 20 years behind in the develops 
ment of such diseases* A further explicating factor in these data is 
that I among the 1911-1920 birth cohort of males, many began the use of 
tobacco not with cigarettes but rather with other forms (e.g*| pipe, 
cigar, smokeless)* However, the 1931^1940 female cohort virtually began 
all of its use of tobacco by smoking cigarettes. The ultimate health 
consequences of these differing Initiation patterns are not yet known. 



Chart 2 



Chart 3 



Ctiitigea in thm prcvalengt of glgarafcte tHoklng 
aaong auegcasiYe birth cohorts of mmn^ 19D0-1978 



Chsngei in thm prtvalinee of cigarette ■■oktng 
SBong succsisive birth sohorti of tfos€n» i90CHl97B 





€Gp so wsQ WD mo vio mo wsq 

(Adapted ffOBi U*S» Surgeon Generil Tht Health 
Conaegueneea of iaoking for Woaen , Wsahingtona 
D*C* Govern^nt Prinfeing Office, IfSO*) 



CAdapted froai U,S« iurgaon aeneral The Health 
ContegueBcef^of SaoMnE for ifepen . Waihingtonf 
B.C. Go^#ern»enF printing Of flee, 1980.) 
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(c) Finally, the nearly equal smoking prevalence rates of teanage girls 
and boys Indleate that, among recent birth cohorts, development of 
smoklng^related disease past the year 2000 will be roughly equivalent for 
males and females, a major change from current eKperlence. 

Two other patterns of cigarette use which will require continued 
monitoring Include the greater prevalence of preference for low tar-low 
nicotine cigarette among females (already referred to above) and the 
increasing tendency of wraen to become heavy (l*e., 25+ cigarettes per 
day) smokers* Both of these patterns of use may portend significant 
differences in future development of smoklng-related diseases among 
females - 



Health consequences of aaoklng for wmen. The health consequences of 
smoking for women constitute a serious and growing problem- i^ong the 
many adverse health outcomes identified In the 1980 Surgeon General's 
Report as being substantially Increased among women who smoke are 
coronary heart disease, including acute myocardial Infarction and chronic 
ischemic heart disease | arteriosclerotic peripheral vascular disease | 
subarachnoid hemorrhage | severe or malignant hypertensloni cancer of the 
lung, larynx, oral cavity, esophagus, and kidney | chronic obstructive 
lung disease; chronic bronchitlsi decreased pulmonary function; 
emphysema; and peptic ulcer (3, 4). The breadth and severity of the 
health problems In this list are not surprising to those familiar with 
the smoking-related diseases already known to occur In males. That the 
same diseases are now appearing among women who smoke, however, has been 
surprising to those who mistook the previously lower Incidence of these 
diseases among females as indicative of a type of Immunity to the 
damaging effects of smoking, rather than as an artifact attributable to 
the more recent widespread initiation and use of cigarettes by women. 

Smoking and aardlovascular disease in VOTen* While young and middle- 
aged women experience one-^flfth the morbidity and mortality from coronary 
heart disease (CHD) that men do, CHD still represents the major cause of 
death among women In the United States. 

Although the reasons for the apparent protection of the female sex In the 
pathogenesis of CHD are Incompletely understood, cigarette smoking 
appears to comprmise such protection. A nmber of investigations have 
shown that the incidence of CHD Is far greater In women who smoke than 
the very low rates observed in nonsmoking women. Furthermore, the 
Incidence of CHD in women who smoke heavily may be similar to that In men. 

In women who use oral contracepr-lves and also smoke, the risk of heart 
attack Is Increased approximately tenfold over that In women who neither 
smoke nor use oral contraceptives. 

In addition to CHD, women who smoke have an Increased risk of developing 
other cardiovascular diseases, particularly cerebrovascular disease and 
arteriosclerotic peripheral vaacular disease. 
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Women smokers are at increased risk for subarachnoid hemorrhage which is 
further Increasad in women who both smoke and use oral contraceptives - 

The trend in increased tobacco consumption by wOTen over the past 20 years 
may also have resulted in an Increased incidence of arteriosclerotic peri*- 
pheral vascular disease- Data from the Framingham Heart Study indicate 
that cigarette smoking is as strong an Independent risk factor in women 
as in men. Cessation of smoking has been found to play In Important role 
in the successful medical and surgical management of peripheral vascular 
disease patients* 

These data suggest that there will be few differences between males and 
females in the consequences of smoking between males and females in the 
near future • Additional information suggests that these consequences 
will be compounded by the severe smoking^related health risks for both 
mother and child in pregnancy (3)* 

Issues unique to women* Except for the obvious issue of smoking during 
pregnancy (and the synergistic risk implicated by the use of oral 
contraceptives), there does not appear to be physiological differences 
between men and wmen that would lead to differential health risks as a 
result of smoking (3)* There are, however, numerous psychosocial, 
treatment I and behavioral issues which appear to present smoking^related 
health problems which are unique to women* For example, women in the 
health professions, particularly nurses, have consistently higher 
prevalence rates of smoking than do males in these professions; there are 
gender differences in regard to motivation to start smoking, and smoking 
cessation and relapse rates differ between males and females | women are 
special targets of cigarette advertising, with particular attention now 
being given to prraotions aimed at teenage girls | and women in some 
minority groups such as Hlspanics have conilstently lower smoking 
prevalence rates than do men in these groups* This latter statistic 
could lull the medical community into a false sense of complacency 
regarding the development of problems in Hispanic women* The fact is 
that more recent surveys Indicate that current Hispanic teenage girls 
have smoking prevalence rates for smoking equal to or exceeding those for 
Hispanic males (3, 3, 6) • 

All of these facta, as well as the constantly changing dynamics of 
smoking behavior in females, point out the need for Increased survell^ 
lance of female smoking behavior and, even more Importantly, for 
effective health promotion programs to deal with this program. 

Snminary and Cm&dluslpns 

One of the priority objectives in the Public Health Service's "Objectives 
for the Nation'* that by 1990 at least 85 percent of wOTen should be 
aware of the special health risks for women who smoke, including the 
effect on outcome of pregnancy and the excesi risk of cardiovascular 
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dlseasa for women who both pmoke clgarattee and usa oral contraceptlveB . 
This type of public awareneis effort Is essential, especially given the 
previous belief by the public health conaaunlty that women were less 
vulnerable than men to sooklng-related diseases (7). 

Other Issues that should be Included In any public awareness effort In 
this area are the nultlpllcatlve effects of heavy smoking which appears 
to be Increasing among womeni the possibly neural or even harmful effects 
of switching to low tar-low nicotine cigarettes which women appear to do 
with greater frequency than meni and the controversy concerning the 
effects of passive smoking which may have particular relevance to smoking 
mothers who spend more time with their children than other family members. 




cessation efforts must be oriented to women as opposed to those activities 
which can be expected to be equally successful In males or females. An 
effort to stop pregnant women from smoking Is a prime exam^Te of this type 
of activity, but others might Include a focus on (a) relapse-avoidance 
since women appear to return to smoking for different reasons and at 
different rates than men| (b) on teenage girls since their motivations 
for starting to smoke may differ considerably, and those In the 17 to 18 
year-old cohort appear to continue to Increase smoking | (c) on particular 
occupational groups, such as nurses that have a distinct concentration of 
females (3, 5). 

In sunmiary, it Is strongly recommended that immediate efforts be 

^"T- from startAng to smoke an-J 

task It will iT 5«««"y smoking to stop. To begin this 

task it will be necessary to (a) continue and upgrade ongoing prevention 
and/or cessation efforts which appear to be equally effectlva ^f or males 

^l^^V Where prevention-cessation efforts 

will need to be focused on women, that is, where previous activities or 
current data suggest that a focus on entire populations is less effective 
for females! .nd (c) develop controlled Intervention programs having a 
component of evaluation in order to determine the ■ most effective 
prevention-cessation activities for women and to Involve appropriate 
groups in the wide promulgation of such Interventions. 
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systemic Liqius Ecytb^^tOsU^s 



Introduction 

Systemic lupus erythettatQiUi (als^ kiiown as lupus or SLE) Is a 
potentially sarlous^ cooplAtJted, gi- ^eraliied, inflamiatory conneetiv^ 
tissue disease that can mftett mny dlffirent organs of the body In 
varying eermblnatlons. The vast oajot^ty of patients > about 90 percent » 
are young women* The dlsed^e umXXy begins in Adolescence or In young 
adult life* Although SLE tQ^y itart #c-^telyj tha course of the disease is 
usually chronic and undula ting with periods of activity alternating with 
periods of remission* 

The most common manlfestatt cm of SLEj In or^ar of frequency, are 
arthritis J fever, a red gWu raah Caipiclally in sun-expcsed areas) t 
pleurisy, kidney disease^ train l^avolvifflent j pneumonia^ and heart 
disease* In addition, durltig perlodi -^of active li^pusp most patients have 
blood abnormalities such ai anemia^ low white cell count, or a low 

platelet count, or all of thsgfi conditions* Criteria for the 
classification of BLE htve tean qre^^tad| thorc^-ughly tested, recently 
revised, and found to be useful (1). 

Several abnormal proteins (autoantll»odlei) are found in the sertua* 
Patients with lupus have an eKtriofditi^^ry cipaclty^ to produce both coismon 
and unusual antibodies * Over 90 pete^^at of lupus patients have BLE cells 
and antinuclear antibodies* {2)* 

Antibodies to native DNA and low levels* of lerum complement In the blood 
are usually associated with flare uV^m of lupus mtid especially, active 
nephritis* 

It Is now clear the BLE is tfUch ttore c^^omnon than it was thought to be 20 
years ago* It Is one of th% most fr^^quent serious disorders of young 
women* Several studies hav# ghown tWa^t SLE Is mo^e comon (about three 
times) in Black women than Ifl Vhite w^i^^eni ki overall prevalence rate of 
one in 1,000 has been recently rapo^ri- ^ (1 In 294 for Black women) (3). 
Moreover, lupus seems to be uflususliy comBon in ^%lnese waaen according 
to very recent studlea in HAWflil atid llalaysla, &nd observations In the 
Peoples Republic of China* 

As milder cases have bean t#copigad t^sd triatment Improved, the outlook 
has Improved greatly, but deaths still do occur a.nd better treatment is 
needed* 
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Researeh en SLE ±m supportad by several Institutes at the National 
Institutes of Health (KIH). The National Institute of ArthrltlSp 
Diabetes, Digestive, and Kidney Diseases is the first and the National 
Institute of Allergy and Infeetlous Diseases the seeond among these In 
teras of the amount of grant support for lupus researeh performed in our 
medical eentere all over the country and in carrying out Intramural 
research on SLE at the NIH Cllnleal Center in Bethesdaj Itoryland (4). 

There is no area of eonneetlve tissue disease research during the past 
decade that has engendered more Interest than has the study of SLE, In 
addition to studies in men, excellent experimental models of SLE have 
bean developed (and then produced for research purposes) In certain 
Inbred strains of New Zealand and ^erlcan mice. These mice predletably 
develop SLE cells, lupus nephritis, and anemia at 5 to 6 months of age. 
Research in SLE has been very active and, as a result, new concepts of 
the nature of lupus have been formulated and subjeeted to eritical 
testing* 

High titers of antibody to DNA ware found in the serum of patients with 
SLE, Studies using sophisticated techniques demonstrated that DNA and 
its antibody were being deposited at the site of kidney injury. During 
intense flare ups of the disease, it was also shoro that these DNA 
antibodies were being consmed by the kidney tissue as It was injured* 
The final proof of this lamune compleK deposition as the cause of renal 
Injury was the demonstration that high concentrations of DNA could be 
extracted from the kidneys of patients with active lupus nephritis. 
Improved methods are being developed for detecting these circulating 
Imune cOTplexes of DNA and Its antibodies. It has been recently shoTO 
that patients with SLE clear these Immune complexes from the blood more 
slowly than do normal persons and that there is a specific defect In 
blood receptors for clearing such complexes in lupus patients. In 
addition to antl^DNA antibodies, several other antibodies of potential 
importance such as antl^HNA, antl-Ro, and lymphocytoxlc antibodies have 
been discovered In patients with SLE (5), 

That genetic forces play an important role is clear in view of the 
experimental animal models In which SLE develops regularly and 
spontaneously In certain Inbred strains of mice. There is a moderate 
tendency for lupus to occur In more than one family member. All 
combinations have been reported (6), Even father and son combinations 
have been reported In spite of the fact that SLE Is largely a disease of 
WOTen* Among SLE patients there seem to be excessive numbers of certain 
tissue-types or genetic markers, namely HLA-Al, HLA-B8, DW2, and DW3, 
Although in studies of identical twins both members may have (are 
concordant for) SLE, there have been some reports of discordance, one 
twin having SLE and the other Identical twin not having It* This 
Indicates that there are also important envlr omental factors, as yet 
undiscovered. In the causation of SLE. 
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Great interest was aroused 10 years ago when "virus-like particles" were 
seen under the eleetron nilcreicope in the kidneys ^ spleen * and skin of 
patients with SLE, Hwever, viruses could not be grow from tissues 
showing these particles. Careful studies then showed that these 
"virus-^llke particles" were really glycoproteins and not viruses. 
Recently, however , high hlood levels of Interferon have been discovered 
In patients with lupus. Whether this Interferon Indicates a viral 
infection^ or alternatively is serving as an limune regulators needs to 
be clarified « 

Host exciting advances have been made In the area of cell^ediated 
inmunity. It was shown by NIH scientists that a specific type of 
lymphocyte (suppressor-T-lymphocytes) , which normally keeps antibody 
foraatlon in check, was deficient In SLE, By extracting a substance 
(SRS) from these cells and giving this substance to very young New 
Zealand mice* the subsequent development of in these mice was 

impeded* TOe therapeutic implications of this discovery are hopeful. 

Equally exciting has been new InforaatlTO on sex hormones In SLE that 
could explain the high preponderance of SLE In women In the childbearing 
age group* Detailed studies in New Eealand mice that involved the 
removal of sex hormone^produclng organs and the subsequent administration 
of sex hormones have interestingly mhom that male homones (androgens) 
delay the emergence of SLE, and female hormones (estrogens) accelerate 
the development of SLE in the mice* Moreover, recent studies in lupus 
patients have revealed that women with SLE have an abnormality of 
estrogen metabolism leading to chronic estrogenic stimulation* 
Interestingly, men with lupus also have this estrogen abnoraality* In 
addition, low levels of androgens have been found In wmen with SLE. 
Moreover, Initial results fvcm treating women with a synthetic androgen 
(Nandrolone) have been prGmlsing* This opens up the whole question of 
sex hormones and the immune response , an area which needs to be 
inestlgated thoroughly* 

In the past, it has been postulated that SLE may be precipitated by, and 
be a reaction to, certain drugs or foreign proteins, and that this might 
explain the great increase In the incidence of SLE over the past two 
decades, two studies have now clearly shown that patients with SU: are 
no more sensitive to penicillin than are normal persons* Moreover, 
several groups doing lupus research took advantage of the opportunity 
provided In 1976 to study the Influence of Imaunlzatlon (in this case, 
swine flu immunization) on possible activation of SLE. In several 
reports, fortunately, SLE patients were shown to form protective antibody 
satisfactorily and no flare ups of SLE were produced by Immunization. 

The vast majority of SLE patients are treated with corticosteroids 
(prednisone and other agents)* Most observers are now convinced that 
these agents have reduced mortality and prolonged life in SLE patients. 
Many investigators have directed their attention to refinements of 
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steroid therapy in erder t© nlnlmize long-ttrin toxielty. Giving 
prednlsoTi© at 24-hour ot even 48*hour Intervali has kept the SLE under 
eontrol and reduced the side reaetions In many, but not all, SLE 
p^clentat For patients with persistent severe and aetlve disease, very 
liirge doses given Infrequeney have been reeently shown to be effective. 

Great hopes for alternative forms of therapy were provided by the Initial 
reports In the ISTO's of the effleaey of the Imiunpsuppresslve agents 
(aEsthloprlne and eyelophosphamlde) In lupus nephritis/ In addition, 
extensive detailed gtudles carried out with these agents In the New 
Zealand mlee (with lupus) showed them to be effective. Since then there 
have also been nifflerpus well-controlled clinical trials with these drugs 
In lupus patlentSi and some of the recent results have been encouraging* 
The benefits over those obtained with corticosteroids have often been 
counterbalanced by serious side effects from these Immunosuppressive 
agents. Plasmapheresis ("cleansing" of the blood) Is now being actively 
investigated by a oultl*centered trial performed by a national group of 
leading nephrologlsts. New effective and safe drugs are still sorely 
needed* 

Summary and C^^usioiis 

In general, however, tha outlook for lupus patients has improved 
considerably* In 1955, the averagfe survivorship was 50 percent after 
4-year8* At present, over 95 percant of SLE patients survive 5-yaars 
after diagnosis and over 80 percent survive 15-years after diagnosis* 
This improvad prognosis applies both to children and to adults* 

Research scientists at the NIH and In our medical schools are continuing 
thalr Investigations into the many Interesting imunologlc, genetic, and 
hormonal factors that may lead to finding the causa of lupui and are 
exploring new approachaa to traatment* 
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Chapter Three 

Health Conowns of Older Women 



Introduction 

As the populatlen agaSp the health maintenance of older women (65 and 
©ver) should receive greater attention from public policy makers and 
health planners , because women , more than men, are often surviving to old 
age, At this time they will be at significant risk for multiple diseases 
and ultimately, many require government assistance of one fora or another • 

There has been increased Interest in recent years in the phenomenon 
called the "graying of toerica*" As more statistical data aecumulatej it 
becomes obvious that future populations over the age of 65 should be of 
concern to us now, because this segment continues to Increase both in 
absolute numbers and as a percentage of the total population* The 
National Institute on Aging refers to this as a demographic revolution 
and states that we do not have the social institutions, medical care 
system, emplo^roent policies, or nursing homes that are needed to respond 
to this challenge (1). 

Data from the most recent U.S. Census describe the current and projected 
figures for the number of persons over the age of 65* For aMmple, In 
1982, 11.7 percent (26,800,000) of the population was age 65 and older- 
by 2030, this percentage is expected to almost double to about 20 percent 
(64,300,000). While the total U*S. population is expected to increase 33 
percent between 1982 and 2050, the population of persons over the age of 
55 is expected to Increase 113 percent* 

(^e of the fastest growing sub-populations of the elderly is that of 
persons 85 years of age and older* In 1982, 1 percent of the population 
belonged to this age group. Bie projected population over 85 in 2050 is 
expected to increase dramatically to more than 5 percent of the total 
population. According to Relnhardt and Qulnn (2a) ''this is Indeed a 
remarkable and social achievement, but one with extensive consequences 
for our country"* It is clear from these data that the population of 
older Americans will be a significant force in the future. 

Women will comprise a large portion of that aging population* Recent 
census figures indicate that older women outnumber older men for each age 
category over 55 years* In 1962, for example, women outnumbered men 5 to 
4, while in 1982, this ratio increased to 3 to 2. This significant 
difference is further Illustrated when life expectancy after 65 years is 
plotted* In fact, as of 1982, of the 32,000 persons over the age of 100, 
60 percent were women* (By the year 2035, there will be 525,000 persons 
over 100, with 430,000 of those women). It Is Interesting to note that 
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while life expectancy for older Black fenales Is less than for their 
White counterparts p Black females show a similar Increaee in life 
eKpectancy compared to the mala members of their race. 

It is clear that as the expected Increase in the number of older 
Americans becomes a reality, the multitude of health concerns that are 
associated with older women will Intensify, It is tempting to combine a 
myriad of physical and mental problems as concerns faced by the "older 
woman"* However^ the populatlou of women over the age of 65 is as 
diverse In Itp conatltutlon as Is any other cohort group* Health issues 
within this population vary among women of differeht ethnic and 
socioeconomic backgrounds i as well as within specific subgroups of the 
over-65 population* As a confounding factor^ chronological age in a 
woman Is not necessarily an Indicator of biological age (two 70 year old 
women may age differently). In addition^ the 65--74 year old woman may 
face health difficulties different from those of her counterpart In the 
75^84 year old range or even by a woman in the over-85 age range* All of 
these health concerns may differ from those that men over the age of 65 
encounter* 

As mentioned above ^ there are many elements which need to be considered 
before a health care assessment can be developed for older women* For 
the purposes of this report 65 has been used as the start of old age 
simply because many of the Federally sponsored programs use that age as 
an entry point* Obviously, other definitions could have been used. 

Scientists at the Second Conference on the Epidemiology of Agings 
sponsored by the Public Health Service (PHi) in 1977, discussed various 
concepts of what aging really is and concluded p not surprisingly, that 
the phenomenon Is complex and multldlsciplinary in nature* The process 
of aging can be viewed from a biological and cellular perspective 
(including changes in iTOaune response and response to other physiological 
challenges such as drugs or nutrients) (3)* Alternatively * aging can be 
measured in functional terms (4)* 

As scientists strive to elucidate the common threads linking the complex 
components of the aging process ^ they are also beginning to understand 
the many diverse factors which affect this process i biologic, social^ 
economic p ecologies and psychologic. In devising a health strategy for 
the older woman. It Is critical, therefore * to consider the Interplay of 
all these factors. It Is equally Important to plan for the health needs 
of tomorrow's older woman (today's younger woman) by carefully Identifying 
and observing the possible effectors of her health today. (See Chapter 
Two~Womens Physical Health and Well-^Being) . The PHS mandate for disease 
prevention and health promotion requires a broad-based approach i viewing 
physical and mental health in context with the prevailing social factors 
as well as striving to Improve the health status of all age groups in 
order to lay the foundation for good health In the future. 
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The PHS preventlen ©bjactlvas for the year 1990 Identify areas of 
Impoftance for women of all ages. Achieving the desired goals for these 
objeetlves will enhance the health status of both today's older women and 
those of the future (today's younger cohorts). Some of the Important 
Issues relevant to today's older women are reduced risk factors and 
Improved services and InfoTOaClon fori hypertension » toxic agents * 
smoking^ alcohol and drug misuse, nutrition, physical fitness and 
exercises stress, and control of violent behavior. I^lle the PHS la 
comlttad to improving and preserving the good health status of toerican 
women through these prevention objectives, it Is of critical importance 
that women themselves become more knowledgeable about their own health 
status and more active In Improving or safe-guarding it or both* 

This chapter will deal In large part with many of the health problems 
that are more prevalent in, more serious In, particular to, or having 
more severe consequences for older women. However, it is also important 
to realize that the majority of older women are healthy and lead active 
lives well into very old age- 

The key to good health In older persons Is a combination of successful 
health promotion efforts throughout life coupled with a better 
understanding of how numerous factors (especially, mental, physical, and 
psychosocial) contribute to the maintenance of this health status^ 

Social Factors 

mm process of aging Involves transitions in many different aspects of a 
woman's life* How a woman copes with these changes depends not only upon 
her own personality and concept of herself but also on the type of 
personal support systems available to her (economic, medical, social, 
religious etc). TOls section will describe some of the psychosoclai 
factors which are inextricably tied to the mental and physical health of 
the older woman. 

Demography* Almost two-thirds of the elderly lived In metropolitan 
areas in 1981 and of that group, just over half lived outside the central 
city. While the elderly are more likely to live In metropolitan areas. 
Blacks and Hlspanics are more likely to concentrate in the central city 
while Whites tend to be surburban residents. Almost 45 percent of the 
nonmetropolltan elderly live in the South while the Northeast and West 
have only about 25 percent. 

Seven states in 1980 reported having more than 1,000,000 persons 65 years 
of age and older. California (2,400,000), New York (2,200,000), Florida 
(1 , 700, 000) , Pennsylvania (1 , 500. 000) , Texas (1 ,400, 000) , Illinois 
(1,300,000), and Ohio (1,200,000). Florida is the state with the largest 
pereentage of its population over 65 years of age. Arizona, Florida, 
and Nevada more than doubled the size of their very old populations 
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vlthln Che past dseade* Estlmatas of net migration betwean 1970 and 1980 
show the movament of elderly persons away from the Middle Atlantle States 
and the East and Northcentral States into retiramant areas , rural areas 
or small toms in the South and West* For parsons aga 75 and ovar^ 
migration was Influencad by factors sueh as medical care» decreased 
physical oobllitys widowhood, and the wish to ba naar family* Of the 
group 65 years of age and over* noraarrlad parsons ware mora likely to 
move than wara married persons # 

While migration or major moves provida many benefits for the oldar person 
(perhaps improved waatharp housing , aoonomlc status), this process may 
also present ehangas that require soma adjustment* Transitions may occur 
In life style (from a large home to a small "eondo"), with ragard to 
family (toward or away from) and friends (loss of old friands, making naw 
ones)p or from an urban to a rural setting* Hovas can also include i 
home to nursing homa or hospital, homa to retirement community , or even 
loss of a homa through economic mlsf ortuna * 

In eumaary^ major moves can affact both the mental and physical status of 
the older woman In both positive and nagativa ways. 

Family and personal ralatlOBShlpa^ Farhaps the most difficult 
transitions an older women may have to make Is from being married and an 
Important part of a family, to living alone* Whlla it is documented that 
the majority of toericans marry ^ the differences in marital status of men 
and women ara most pronounced at elthar end of the aga continuum* At the 
upper end* woman are less llkley to ba married than men* In both 1950 
and 1980 about half of the women over 65 were widowed (5)* Mdltlonally^ 
in 1980, approximately 9 percent of woman aged 65 and older had navar 
married. Of the over 7^000*000 elderly persons living alone in 1982 
(about 30 percent of the total elderly population) most were woman- 
Two-^fifths of all elderly women livad alona and of those over 75 yaars of 
aga^ half of these lived alone* 

Older woman with familias tend to hsve relationships with their children 
which are both significant and lasting* In 1975 ovar half of the women 
over 65 years of age with surviving childran lived within a ten minute or 
less drive from one of tham and either talked or visited with thalr 
children several times a week* Thus, a family structura, avan in the 
absanca of a husband | continues to play an Important role in maintaining 
the social aqulllbrlum of older women* 

These close personal relationships ara important in enhancing tha quality 
of life for older women* Studies Indicate that thara Is a correlation 
between availabla social support (especially through a family member) and 
the incidence of illness or tha ability to cope with lllnass* It is 
Important to note that nearly one-fourth of the women turning 70 have no 
surviving children and consequently must rely on other groups for social 
support. In addition t today's youngar working women who choosa not to 
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marry or have a family, may face slmlllar problems in old age In the 

future. 

In her relationships with the family^ the female eharaeterletlcally has 
been referred to as the ''kin keeper*', that is* the family member 
responsible for maintaining elose ties with family and friends* The 
impaet of the loss of this role for the woman as she loses family ©r 
friends through death or moving away is not elearly understood nor is the 
precise saeial support role played by the family and friends. A ehange 
In the role of kin^keeper ean have other eonsequenees as well. With 
increasing longevity* many women over 63 years of age must asstme the 
dual responsibility of grandmother and kin keeper for elderly parents or 
relatives. The physical , emotional* and economie strain that this places 
on the older woman can be tremendous, especially if she herself has no 
support m 



Housiiig* Transitions in the family structure of the older woman may 
also result in changes In her housing arrangements. A recent report by 
the World Congress on Aging (fia) enumerated some of these concerns i 

• The high cast of new or renovated buildings. 

• The growing numbers of elderly who retain the family 
home but are "cash poor". 

• The numbsrs of elderly living in substandard housing. 

• nim increasing number of elderly who need a variety of 
support services to remain independent. 

• The lack of providers of housing and services for the 
frail elderly in the public and private sectors. 

An elderly woman living alone may have difficulty In maintaining the 
family home (both physically or financially or both) and may be forced to 
move wlthaut the assurance she will be able to find housing she can 
afford. According to the World Congress on Aging Report, "the National 
Council of ieniar CitiEens estimates that those 75 years and older pay 
more than 45 percent of their budgets for housing alone" (6a). 

Thus, the alder woman may have to grapple with the stresses and financial 
difficulties of maintaining a home or finding a different^ living arrange- 
ment. Housing alternatives (each providing advantages and disadvantages) 
include I living with a family member, ranting out part of the home, 
joining a group residence or special hauslng community far the elderly, 
etcetera. As a person aies, these housing needs might also cantlnue to 
change • 
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VielnMp abuse, mnd crime. A recent study (7) reports that 500,000 to 
2,500,000 eidarly are Abused in the United States. The abused elderly 
person is eharaeterigtlcally a widowed female in her mid-seventiei with 
an IncoBe ©f less than $500 a month. The abused tend to have soffie 
ahronlc Illness and a high Ineldenee of dependency and thus remain 
trapped In a terrible situation. Abusers are most often a married son or 
daughter who seldom had a support system available for help in earing for 
the elderly sotherp While negleet Is the most eonmon form of abuse, 
material abuse and phyglcal and psyehologleal abuse as well as violation 
of rights were frequently reported* 

Fear of vlolenoe and orime oan also create a devastating cycle f tht 
older woman. An older woman who lives alone and is fearful of crime may 
curtail many of her social activities, or even activities vital to her 
life (grocery shopping, physlcan visits, etc). Thim, in turn, may lead 
to or aggravate, physical Illness or depression or both as these 
conditions often go untreated. 

Unfortunately, many of the negative stereotypes of the fragile older 
woman as an easy victim for violent crime or abuse still exist and need 
to be dispelled. More older women are learning how to assert themselves 
and protect themselves from such crimes. 



Education. In 1982, 44 percent of persons 65 years of age and older 
had completed high school as compared to 28 percent In 1970. mm women 
who make up the current elderly population, however, have fewer years of 
formal education than do the younger women in the population. Histori- 
cally, women have had lower college enrollments and completion rates than 
men, based, in part, on the fact that they tended to marry one or two 
years earlier than did their male counterparts. While this Is only one 
factor, it appears to be significant especially in regard to the ability 
of women to enter or return to the work force. 

Education Is also important In helping women assume responsibility for 
their own health care needs. Future cohorts of women who are more highly 
educated and who have benefited from more health information will have an 
advantage in this area. 



Leadership and political activity. Leadership roles of older women In 
national organizations such as the Gray Panthers and the National League 
of Women Voters have also been positive forces In Initiating changes In 
the attitude of the public toward older persons. The older population is 
a significant segment of voters making up between 15 and 16 percent of 
the voting age population, and as older women become more active in 
politics, they will represent a potent political force. It Is estimated 
that roughly 6 percent of the older population do vote regularly and 
women, because of their longer age span, tend to vote until their 
eighties. Women also are heavy contributors of time. Interest, and 
dollars to local » state, and natlcnal elections. 
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Afaln, It Is Interesting to speculate about the role that future cohorts 
of older woman will play. Since many of the activlsti In the consumer 
Bpvement have been women, and since more young women are gaining 
positions of power in business, medicine, and politics, it is anticipated 
that women -s health Issues will remain in the forefront* 



Religion. One of the social Institutions that has always welcomed the 
contributions of women * if not their formal leaderships has been the 
church* Religious groups offer older women a sense of stability in the 
rapidly changing society as well as opportunities for establishing strong 
social relationships* Frequently, the church or synagogue serves as 
surrogate family to women without close family ties* Working as 
volunteers In the social service programs of church or synagogue can 
allow these women to participate and contribute in socially significant 
ways to the eomunlty. Older women are recognised as solid supporters of 
such institutions both through their services in life and their memorial 
gifts and bequests at their deaths* It has been shown that religious 
beliefs and service to others contribute to older persons' feelings of 
personal fulfillment* It Is expected that attendance at church and other 
church social activities among this group will continue to rise (6b)* 

laages and stareotTpes* Another difficult transition for a woman is 
related to her changing image from a younger to an older person* While 
individual personalities modify the reaction to this transltlonj the 
older woman can be affected by changes li. her self-*lmage as well as by 
existing societal Images and stereo types. Negative Images of women in 
general, and older women in particular, can affect the older woman in all 
aspects of her life, and her particularly in her approach to health 
care. For example, the current societal norms of physical attractiveness 
and youthfulness are difficult to maintain as one ages* In attempting to 
hold on to youth, older women are particularly susceptible to quackery 
and fraud In the area of cosmetics and beauty aids* 

Since the turn of the century, society's attitude toward aging has passed 
through several phases* ^e initial popular image of the newly aging 
sector was very negative, and was characterized by highlighting declining 
physical and psychological capabilities including the likelihood of 
chronic Illness , unemployablllty , and economic and social dependency* 
The pervasiveness of this iMge, according to the U.S* National Report on 
Aging for the World Assembly on Aging (fie) led many older people to 
Identify with this stereotype and to withdraw from active social roles. 

During the decade of the AOs, a few physicians along with social and 
behavorial scientists began to observe and atudy older people 
systematically* As a result of their findings they reeomended that 
aging and retirement should be seen as positive experiences* The 
expectation of "work until the end of life" began to give way to what has 
been called the "leisure ethic'*, a stage which followa completion of 
parental or gainful employment roles or both. 
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Comunlty organizations , senior citlEen clubs ^ activity eenters , and 
retirement villages began to appear throughout the country* These, In 
turiip stlQulated the pubilcatlon of newspapers and magaEinag devoted to 
the Interests of the retired > and encouraged a generally heightened 
awareness of the older persons throughout our society* 

While stereotypes of older persons in general are gradually becoming more 
positive, older women continue to have a problem with negative Images 
particularly as portrayed by television* Older women are frequently 
presented as unsuccessful and, when involved In violence , likely to be 
victims. One of the underlying problems which persists and contributes 
to the continuing negative attitudes Is our limited ability to separate 
the aging process from the various disease processes which afflict older 
persons (1)- Until we have a better understanding of these two processes 
it Is unlikely that many of our basic attitudes will be changed* 

It is particularly important to dispel the negative stereotypes of older 
women found In the health care community ■ Fhyslclans and health care 
personnel must not view women as chronic complalners and hypochondriacs 
and they should make every effort to listen carefully to women patients, 
reports of their health problems and concerns* It Is equally Important 
for the older woman to comunlcate clearly with her health care provider; 
part of this capability is derived from her own self-confidence , and the 
other from how the provider treats her. 



Lagal Issues. Legal service is an area in which the opportunity for 
positive changes Is unlimited. Today, few legal services are available 
at affordable cost, and significant language barriers e^lst between 
lawyers and some older clients* The prevailing negative stereotypes of 
elder women also affects their access to needed legal advice and service* 

The White House Conference on ^Ing (8) addressed the problem of legal 
services as follows i the term "equal justice" under law applies to all 
cltlzensi regardless of age* For the elderlyi access to legal services 
is especially Important when needed to ensure the equitable and efficient 
delivery of services which are sometimes critical for Improving the 
quality of life. 

The legal needs of the elderly are diverse, ranging from advice on 
handling simple probate proceedings to dealing with government agencies 
regarding benefits or Issues involving discrimination under the Age 
Discrimination Act of 1975. 

Legal services are available to older Americans from bar associations at 
the national, state and local levels, the Legal Services Corporation 
(Lie) , and the Administration on Aging (AoA) * The number of elderly 
receiving legal assistance today la at least twice that of only 3 years 
ago. Numerous Btate Bar Associations have launched programs specifically 
designed to address the legal needs of older persons | the AoA and the LBC 
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have encered Into a cooperative agreement to increase the quality and 
seope of legal servleei available to the elderly. 

Despite this very positive trend, less than 20 percent of the legal needs 
of our country's 27,000j000 elderly are being met. The reasons for this 
fall into two categories. First, there is an Inadequate number of 
attorneys accessible to meet the legal service needs of the elderly. 
Because the organised private bar is still the core of the i^erlcan legal 
system (only a small fraction of the 530,000 practicing attorneys in the 
United States work for public legal service programs), more of its 
resources need to be tapped on behalf of the elderly. 

Seeond, the elderly themselves are frequently fearful of a system they do 
not understand and often cannot afford. Furtheraorep after Initial 
contact with an attorney, the older person may find herself in a system 
that is compleKi eonfuslng, and fraught with delay. Sometimes the lack 
of direct access to the legal system Is the greatest Impediment to 
obtaining services (especially for a woman confined to a long-term care 
institution). This lack of access is even more of a problem if the older 
woman has no one she can trust to handle her legal affairs* 



Work, retlraaent, and eceno^c status. Another important factor 
relevant to the physical and mental health of the older woman is her 
economic status and the Job and retirement issues related to this. 
Rising costs, especially in the health care area, have the greatest 
impact on the older toerlcan, and older members of minority groups have 
an additional burden of poverty to bear. 

The participation of elderly women In the labor force has varied little 
during the past 30 years* In 1950, 10 percent of the elderly women 
worked! by 1981 that percentage had dropped to 8 percent. For women over 
the age of 70, participation in the labor force dropped from 6 percent to 
Just under 5 percent during the same time period. tece unemployed , older 
workers tend to stay unemployed longer than younger workers* Addition-- 
ally I they are less persistent in finding new employment following a 
layoff. According to unpublished data from the Department of Labor, if 
new employment is found, it is estimated the older individual on the 
average, will earn il,500 less than she earned earlier. 

Though a small percentage of the work force is comprised of women over 
age 65, the health of the women who are employed is influenced by 
physical and mental stresses of work, trauma of entering (or re-entering) 
the work force; and age discrimination or stereotyping at work. On the 
positive side, working may help to sustain a woman's sense of self-worth 
and independence* The activity level and socialising associated with 
working can help her to maintain good physical and mental health. 

While participation of older women in the work force is declining, their 
volunteer activities appear to be rising* Older women make up a large 



172 



III - 9 



sagsant of the volunteer workers In communlty-'based Inst 1 tut lons"chureh 
or eynagogue, the saheolss and neighborhood civic groups « Additionally, 
Mny of the Faderally funded programs spaclflcally encourage the 
partlelpatlon of older persons as volunteers* Examples Include Volunteer 
In Service to America, ACTION'S Foster Grandparents Program, the 
Veterans* Administration, and the Peace Corps* Older woman also are 
Increasingly serving on advisory counells and groups* Itetlonal policy 
now directs that older persons be named to advisory boards on state and 
local agencies on aging, in an effort to capture the experience and 
spaclfic knowledge of older people. Part-time work Is also an 
increasingly popular activity of the older woman. Elderly women now 
account for 4 percent of the 50 to 60 percent of part-time workers. 

Ihe transition to retirement status can have both positive and negative 
effects on an older woman's health. On the positive side, it may allow 
her mora time to pursue activities she enjoys* On the negative side, it 
may mean a decrease in income, in social contacts, or In her feeling of 
usefulness and Independance . Most of the women over 65 today are not 
working and for Income have to rely on benefits from social security or 
private pension plans* Since many of the non^orklng women receive only 
a percentage of the retirement income of their spouses, they are likely 
to become more economically disadvantaged with infiatlon. 

A pattern of declining Income with advancing age tends to be the rule 
especially with increased expenditures for health care. This Is 
particularly true for older women who live alone, 31.4 percent of whom 
are living in poverty, and for older Black women. As woman age, the 
percentage of those at the poverty level increases* In 1981 elderly 
women had a median income of $4,800 with White women averaging $4,900 and 
Black women $3,500. Three-fourths of the elderly had incomes below 
$10,000. 

Social security benefits are the single largest source income for the 
elderly* These benefits constitute more than half the income for the 
elderly population* For elderly Blacks living alone, along with 
one-fifth of the total elderly, such benefits make up 90 percent or more 
of their Income . 



Special populations. The elderly population varies considerably by 
race and ethnic origin. In 1980 the proportions of elderly for each race 
ware: White, 12 percent • Black 8 percent- Asian and Pacific Islanders, 6 
percent; and Hispanic and Native Americans, 5 percent each* The National 
Institute on Aging estimates that In the 1980s, almost 40 percent of the 
entire population over the age of 65 will be Black or first or second 
generation Americans belonging to racial ethnic subgroups. 

Being a woman over age 65 and a member of a racial or ethnic minority 
group presents special challenges. Many of today's older minority woman 
grew up and grew older at a time when racial and ethnic prejudices were 
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more pronouficed than thay are today and when there were fewer economic 
opportunities for them. For example, today's Blaak woman grew up in an 
era of discrimination in both educational and occupational arenaB. 
Gonsequently i in her later years , she is more likely to have an income 
below the poverty level* more likely to live in substandard housing * and 
more likely to suffer the ill effects of years of poor nutrition and 
neglected health and, therefore, suffer more chronic illnesses* 
Hypertension, heart conditions, and arthritis, for instance, are more 
comon among older Black than older White women. In addition, older 
minority women are less likely to receive adequate medical care and often 
do not know about benefits for which they are eligible or resources that 
are available to them* Life eKpectancy is lower for minority women than 
for White women* 1980 figures show White females have a life expectancy 
of 78*1 years while other females have a life expectancy of 74*0 years* 
Migrant and Native ^erican women are at a particular disadvantage, 
.g the lowest life expectancy in the United States* 

Cultural beliefs affect many aspects of health care delivery and may 
affect how the women use health care services, how they perceive their 
personal health status, when they will seek care, and when they will use 
the traditional healers of their culture* These beliefs may also control 
how the elderly within an ethnic group should be cared for* 

In spite of Medicare and Medicaid, some studies have shown that financial 
barriers, which result In less utilisation of health services by the 
elderly, still remain* Medicare does not cover all expenses and it can 
be a hardship for the elderly (often on fixed incomes) to pay for what is 
not covered* Preliminary estimates from National Medical Care Utilization 
and Expenditure Survey Indicate that while 72*6 percent of the White 
elderly have supplemental private insurance, only 32.1 percent of the 
non^Whlte elderly have similar coverage* 

In all* the gap in health status which exists between most groups of 
non-Miites and Whites exists throughout the lifespan of the minority 
woman. There are no adequate studies which identify the causal factors 
for this gap in health status though numerous psychosocial, economic, and 
biomedical factors all play a part* 



Morbidity and mortality * To date there are about 27,000,000 people in 
the population over age 65, with a preponderence of women in each age 
group* 

Contrary to the sterotype, most older individuals are in good health. In 
a 1980 Health Interview Survey of the National Center for Bmmlth Statis- 
tics (9) 9 out 10 elderly persons described their health perceptions 
(versus actual health) as fair, good or excellent compared to others 
their age. Iliough there are many healthy older women in this group, very 
little information is available on them. The need for more Inforaatlon 
about healthy older women calls for more descriptive studies of this 
segment of the population. 
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Over the years , sex dlffereQces In morbidity and mortality have existed. 
Hortallty rates for alder men are higher than for older vomen and this Is 
true for all age groups over 65 and In regard to all leading causes of 
death. 

Using eurrent mortality rates s men at age 65 ean expect 14 more years of 
life^ eompared to 18 for women. Although women are more frequently ill 
than nen^ older men are more often seriously ill than women. The diseases 
whioh affect elderly men and are the leading causes of their death are 
the same diseases that causa the predominant illnesses in older women. 
Older women have a higher incidence rate than men of hypertension^ 
arthritis I diabetes , and heart disease. Bowever coronary heart disease , 
which is especially llf e-^threatening^ has higher prevalence rates In 
men. It will be interesting to see if the emploi^ent and stress patterns 
for today's younger woman will alter those rates as that cohort group 
reaches older age. 

During the 1970s mortality rates among the older population dropped for 
almost all leading causes, but especially for heart disease and 
cerebrovascular disease. The decline for all causes of mortality and 
particularly for leading ones were generally greater for older women than 
older men. Interestingly » despite the greater life iijcpectancy of the 
older woman and her generally lower mortality rates, women die from the 
same major causes as do menp namely i heart disease , cancer^ cardlo^ 
vascular diseases , and accidents. It is not uncoimnon for an older person 
to be afflicted with several of the noted disease conditions at one 
time. In this respect, the health problems of older men and women are 
similar. What complicates the issue for older women is that they live an 
average of 8 years longer than men, which not only means they have to 
endure these multiple chronic conditions longer, but they are thereby 
placed in greater jeopardy of disability and dependency with resultant 
institutionalization for long^-term care^ (Today , according to 
unpublished data from the National Center for Health Statistics older 
women already comprise 86.4 percent of the nursing home population™ 
1,126,000 women, and peihaps an equal number among the one million 
boarding home residents). 

Older women also differ from their younger cohorts in the prevalence of 
certain diseases. According to the 1979 National Health Interview Survey 
(10a), the major health characteristics of older women, 65 years of age 
or older, are the greater prevalence of multiple long-term chronic 
illnesses that cause limitations in life style, ^cording to this study, 
non^lnstitutionaliEed older women had a higher prevalence than adult 
women aged 17*64 years of the following conditions i visual and hearing 
impairments, arthritis, hypertensive disease regardless of heart disease, 
coronary heart disease, cerebrovascular disease, diabetes, impairments of 
the lower extremity and hip, chronic bronchitis, all diseases of the 
urinary system, functional and organic symptomatic upper gastrointestinal 
Intestinal disorders, constipation, and all types of anemia. 
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Concerns About ^ysleal Illnegges 



As menciened In the saetlDn on morbidity and mortality , older wonen have 
higher ineldence rates than older oen of certain chronic conditlone: 
diabetes p hypertensioni and arthritis* ^ile aach of these diseases can 
be devastating in Itself and can lead to other secondary conditions » 
coupled together they can lead to debilitating problems for the older 
person- Though some of these diseases will not be discussed in great 
detail in this chapter ^ it is important to realize that an older woman 
may often bear the burden of several of these disorders. 



Byparteasion. The results of several major epidemiological studies 
have shorn that high blood pressure or ■hypertension" is one of the 
primary risk factors contributing to death from major cardiovascular 
disease and cerebrovascular disease (stroke). In the late 1970s, the 
prevalence of elevaced blood pressure (defined as the ratio of systolic/ 
diastolic pressures greater than 160/95 » on three readings) was higher 
among men ages 26"'64 than among women, ^wever, the difference was mot 
statistically significant* The proportion of women who are hypertensive 
has not changed between 1960-62 , (when the first National Health Examina-- 
tlon Survey was conducted) and 1976-1980| the dates of the last survey. 
However, the proportion of adult hypertensive women who were on medication 
and whose blood pressure was controlled increased from 22 to 40 percent 
of the l^hltes and from 20 to 38 percent of the Blacks. Women, both Black 
and White, were twice as likely as men with hypertension to be on 
medication and have their blood pressures under control (11) » 

It has been shown that high blood pressure increases both mortality and 
various morbidity risks* Clinical complications associated with 
hypertension can result in stroke, kidney disease (for which the medical 
costs are substantial), and Increased risk for heart attack due to 
artherosclerosis . 



toronary atherosclarotic heart disease* Research on the risk of 
coronary heart disease has previously centered on men, and large scale 
studies have mostly evaluated only that seic. However, as the life styles 
of the younger women cohorts begin to resemble those of the men (i#e., 
increased physical and emotional stress, increased smoking) coronary 
heart disease may become an important problem. Kanette Wenger (12a) 
found that risk factors for coronary heart disease, such as elevated 
serum cholesterol and hypertension are frequently found In older women. 
According to the Health and Ihitrition Ixamlnatlon Survey (^UllS II) (12b) 
women in the 65-74 year old range had an increased Incidence of high 
cholesterol (40*7 percent) compared to the men (20»9 percent)* 

It is not clear what the role of mmK hormones Is in the development of 
this disease* Mcording to Wenger (12c), the^e appears to be a marked 
increase in the incidence of heart attack, stroke, and congestive heart 
failure in postmenopausal women. nils was determined in the Framlngham 
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study whcu women under 35 years were compared by menopausal status. 
However p ehanges In ether known risk factors were not able to account for 
this Increase* 

"There remains a paucity of InforMtlon about any factDrs that affect the 
Incidence and course of coronary hearn disease In women, but attention Is 
now directed at this problem. Mthough the overall risks are greater for 
men. It Is Increasingly recognized that women are also vulnerable and 
that their prognosis tends to be less favorable" (12d)* 



Diabetes^ "The prevalence of diabetes le twice as high In the 65 and 
older population (about 10 percent) as In the rest of the population 
(S percent) (13).'' Recent findings show that about 2,000,000 Americans 
65 years of age and older are diagnosed as being diabetic, and an 
additional 2,000,000 meet the updated criteria for having diabetes , but 
remain undiagnosed* The number of knowi diabetics aged 65 years of age 
and older in this country has doubled in the past 20 years* In financial 
terms. It is estimated that diabetes costs 410,000,000,000 annually in 
medical care alone* According to the National Comisslon on Diabetes 
(13), the probability of developing diabetes for those who survive to age 
85 (mostly older women). Is about 23 percent in men and about 35 percent 
in women* 



Furthermore diabetes has a dispraportlonate effect on older persons. 
"Compared to the non^dlabetlc population, persons with diabetes are 25 
times more likely to become blind, 17 times more likely to develop kidney 
disease, 15 times more likely to undergo major amputation, and twice as 
likely to suffer a heart attack or stroke* * *However, absolute risks of 
specific complications In ^ relation to duration and degree of glucose 
Intoleramce in the elderly are not well quantified" (14). 

^Among the problems specific to diabetic women over 40 are the following i 

• Cystitis (inflammation and/or infection of the bladder)* 

• Complications related to oral medications to control 
diabetes* Some anti— diabetic drugs can trigger heart 
disease and even death* 



• Osteoporosis* (Diabetic /omen are particularly high 
risk for this disease) . 

• Increasad symptoms of menopause. (Bie diabetic 
Denopausal woman not only suffers the discomforts other 
older women suffer, but she is often confused by the 
symptoms, i.e., profuse sweating, vaginal Itching, and 
fatigue which may be due to specifically menopause or 
to an insulin reaction" (15a)* 
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A decade ago, dlsbetes was appreciably more prevalent In older women, but 
it is now more prevalent in older men. The reasons for this change are 
MClear but may be attributed to a specific increase in the Incidence of 
diabetes in older men, a lowering of mortality associated with diabetes 
in men, and an increasing proportion of men who are now diagnosed as 
having the disease or a combination of these factors « 

The prevalence of diabetes In Black Mericans is about 50 percent higher 
than in Twites of the same age* The prevalence In the elderly segment of 
certain U.S. ethnic groups (especially women) Is even higher than In 
Black or White Americans. For example , among Mexlcan^teerlcans, 14.5 
percent of persons aged 65 to 74 living In Starr County ^ Texas had a 
history of diabetes (16). Mother study caried out In the population of 
Laredo, Texas, found an even higher prevalenee^'^24 percent reported a 
history of diabetes. This compared to 5*9 percent for the predominantly 
White population of Hancho Bernando, California (17). The marked 
prevalence in the Mexlcan-^Amerlcan population may be the result of 
American Indian admixture » since some groups of ^erican Indians have 
extremely high prevalences of diabetes In the older age groups 
(40 percent) (18)* 

Obesity Is also a powerful risk factor for diabetes but whether Its 
influence Is as great in the elderly as it Is In younger adults Is 
unclear. In a U.S. study, lower socioeconomic status and lower 
educational attainment were associated with diabetes in both elderly and 
younger adults, regardless of race (19). The significance of these 
associations I however, is unclear. foowledge of other diabetes- 
associated risk factors In the elderly la sparse. "Factors associated 
with a disease may be directly or indirectly related to Its etiology, or 
may be the consequence of it. Only prospective studies of diabetes can 
deteniine whether a particular characteristic constitutes a true risk 
factor", according to one author (13). 

"Most prospective studies of diabetes incidence have concentrated on 
younger adults, despite evidence that the elderly, as an age group, are 
at highest risk of developing diabetes* Investigating determinants of 
diabetes in the higher age ranges may therefore be a fruitful area of 
research'' (13). 



Cancer* Cancer ranks second to heart disease as the leading killer of 
American women* In general, women report more malignant neoplasms and 
more hospicallzatlons for them compared to men (20) | however, women's 
death rates are lower* Several reasons might account for thisi (a) It 
may be that women have u^helr cancers diagnosed and treated earlier so 
they are aware of their problems when interviewed | (b) they may also be 
more willing to report their cancers | and (c) more cancers in conmen can 
be controlled which lowers the risk of cancer mortality. 
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Breast eancer comprises 27 percenc ©f all cancers In women and the breast 
Is the leading caneer site In both Whites and Blacks (21)* thm greatest 
risk faetor affecting breast cancer appears to be age . TOe longer a 
woman lives , the greater are her chances of developing the disease, 
leaving the postmenopausal older woman at higher risk^ 

Survival rates are strongly Influenced by early detection and treatment* 
Since controversy surrounds all types of treatment choices * it Is 
imperative that breast cancer victims be as well informed as possible in 
order to make a life-enhancing decision. 

"Cigarette smoking Is the leading cause of cancer in the United States i 
more than 35 percent of all cancer Is directly or indirectly attributable 
to smoking'' (22a)* Women who had taken up smoking In the 1920s and 
continued to smoke are now In their sixties | many young women have also 
picked up the smoking habits Thm concomitant rising lung cancer rate 
attests to this trend * 

"According to the Merican Cancer Society, 14.2 percent of women smokers 
consumed 25 or more cigarettes per day in 1965* By 1980, that figure had 
risen to 23*7'' (22b)* In 1982, the cancer statistics In California 
showed that lung cancer had surpassed breast cancer as the nwber one 
killer of American women* It Is expected that these statistics will 
prevail throughout the rest of the United States by 1985* The tragic 
aspect of this is that, unlike other types of cancer^ lung cancer Is 
largely preventable* Because smoking is related to several serious 
health consequences (canyer. Increased risk for cardiovascular and 
pulmonary disease) and is a preventable health risk, a major PHS 
prevention program Is aimed at cessation of smoking* Needless to say, 
many young women will never reach the age of 65 If they continue to smoke* 

Colon and rectal cancers rank third In the causes of cancer deaths for 
women* Though the mortality rate are high for these forms of cancer 
(almost 50 pereent), 2 out ©f 3 patients can be saved by early diagnosis 
and prompt treatcient (ISb)* Increased emphasis an preventive screening 
and dietary fiber may reduce the risks of these aancers In old age* 

Uterine cancer (both endomentrlal and cervical) accounts for the fourth 
highest cancer rate in women (ISc). Cervldal cancer accounts for 3 
percent of cancer deaths of women, with Black vomen three times as likely 
to die from cancer of the cervlii as ^Ite women of all ages* Puerto 
Rican immigrant women have four times more cervical cancers than do 1^1 te 
women (15d)* The risk of death from cervical cancer increases with age 
(21) and research is ongoing to deteniine why this Is so. 

Cervical cancer, like endometrial cancer, is treatable, especially If it 
is diagnosed at the early stages of the disease* A regular •*Fap" smear 
is an excellent preventive neasure for these cancers* Endometrial 
cancer, like cervical cancer, can be detected with the Pap smear; and 
most cases of this type of cancer are diagnosed In older women (age 
50^64) (15d)* The occurrence of endometrial cancer in older women 
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correlates with the post-menopaufial use of estrogens In these women. Am 
will be mentioned In the section on osteoporosis, replacement of estrogens 
after menopause Is a recoomended therapy for many women who are at risk 
for osteoporosis . Estrogen^replaeement therapy is also presoribed to 
alleviate some of the effects of menopause* Use of estrogens has remained 
a controversial therapy because of the Increased risk of endometrial 
cancer associated with it, although many physicians feel that since this 
cancer is treatable , the relative benefit to risk ratio makes this an 
acceptable therapy for certain conditions. 

In summary I the "War on Cancer" has produced much information on the 
etiology, therapy, risk factors, and prevention of certain cancers* 
Today -s younger women may experience fewer cancers in old age if they pay 
attention to risk factors such as stress, diet, smoking, occupational 
hazards, and sun exposure. For older women who have developed cancere, 
the advances in many treatment modalities have extended their chances for 
a longer life and provided an improved quality of life where one did not 
previously exist* 



Osteoporoais. Osteoporosis is a condition found in older persons 
(especially older women) in which the structure of the bone becomes 
porous and^ thus, more susceptible to fracture* This disease has 
received a great deal of attention, of late, as a critical health issue 
for older women* 

Reports from a recent NIH Consensus Conference on Osteoporosis (23) 
stated that this disease is a major public health problem and is the 
principal underlying cause of bone fractures in postmenopausal women and 
older persons in general. The spine, wrist, and hip are sost commonly 
affected by this disease. Adverse conditions resulting from osteoporosis 
range from back pain and loss of height due to vertebral compression, to 
hospitalization, depression, or death from hip fractures. In all, the 
threat of such fractures promotes numerous fears in the older person: 
loss of independence, additional falls, pain and further fractures, and 
hospitalization* Thus, the conference report suggests that prevention of 
initial fractures In osteoporortic Individuals Is of primary importance. 
Appropriate welght^bearing exercise, calcium Intake, and estrogen 
replacement therapy where specifically indicated, in post-^enopausal 
women are all possible preventive measures . 

Osteoporosis has particular implications for older women* First, women, 
because they have less bone mass than men, are at greater risk for the 
disease* White women are more at risk than Blacks. Second, it is 
believed that the accelerated bone loss that some women experience after 
menopause is related to a decrease In estrogen levels. Aius, few 
physicians have been prescribing estrogens to women In an effort to 
counteract that trend. Estrogen therapy, itself, remains a s;**aewhat 
controvi rslal modio of treatment because It is thought to incr^sse the 
incidence of endometrial cancers in those women who take it. 
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It should be noted that the concluslpn of a reeent NIH Consensus 
Conferenee on this topic stated that "estrogen replacement therapy Is the 
most effective single modality for the prevention of osteoporosis in 
women" (23a), Thm document also stated that the endometrial cancers that 
might be associated with estrogen therapy are "rarely fatal when properly 
managed*" The eonsensua panel also noted that while estrogan replacement 
therapy might be effective in preventing bone loss soon after a woman 
experiences menopause, "there is no convincing evidence that initiating 
estrogen therapy in elderly women will prevent osteoporosis" (23b)* 

Osteoporosis inereases an older woman's chances of debilitating Injury 
particularly hip fractures* As mentioned In the section on accidents , 
these fraetures have serious consequences. Not pnly do hip fractures 
Increase the older woman's chances of being InstitutlonaliEed, but there 
is also a high mortality rate associated with these fractures* According 
to one paper (24), of the patients who experience hip fractures, 20 
percent die within the first year, 20 percent become totally dependent, 
25 percent partially dependent and only 30-35 percent recover 
Independence after that first year* 

Finally, It Is felt that osteoporosis may be a preventable disease, and 
that young women and old should be cognisant of the role calcium and 
welght-^bearlng exercise are thought to play In preventing bona less. 
Although a dally calcium Intake of 1000-1500 mg (through foods or calclra 
supplements) has been recomended to maintain proper bone mass, there Is 
insufficient data as yet to show that it will reduce the rates of hip 
fractures. More studies also need to be done to determine the effects of 
axerclse on preventing bone loss* 



Arthritis # ^ough almost all arthritic conditions are more prevalent 
among the elderly, the disease affects a larger number of women than men 
(25), and is a leading cause for limiting activity in older women (26). 
In addition, arthritis. In particular osteoarthritis, was diagnosed in 
5*4 percent of all women over 65 years of age who made office visits to 
physicians and accounted for 10.1 percent of specific diagnoses for 
hospital discharges (27). 

The traditional therapy for arthritis is aspirin, rest, exercise, heat, 
and diet. Some researchers (27) feel that an estrogen regimen might 
provide a preventive strategy for the disease* Because arthritis Is a 
chronic, disabling disease, many older persons may be more susceptible to 
trying unconventional cures which may have no proven medical benefits 
(such as copper bracelets, fad diets, vitamin therapies or dimethyl 
sulphoxlde known as DHSO)* Arthritis Is a disease which tends to be more 
disabling than life-threatening* Loss of mobility and function, coupled 
with other chronic diseases afflicting older women, decrease their 
ability to remain in an non^lnstitutional environment. 
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Very little Is knoim about tha social and medical factors which result In 
disability attributed to arthrltlB, except that medical factors play a 
nuch less substantial role than social factors such as an Individual's 
demographic background * the work situation, and the will to push on^ All 
toldp the indirect costs of arthritis (those due to wage losses as a 
result of disability) are twice as large as the medical costs. Keverthe-- 
lesss almost no research addresses the causes and consequence of 
disability resulting from arthritis* 



Iacontioence« Incontinence Is a particular problem for older women* 
Incontinence Is defined as, "the involuntary loss of urine (or stool or 
both) that is of sufficient amount or frequency to be a social or health 
problem (28). THtiis condition Is the second (with dementia being 

first) most common reason that women are Institutionalized in long'^term 
care facilities* The cost of managing and caring for Incontinent 
patients (mostly elderly) amounts to about 8,000,000,000 dollars a year, 
or 3 to 15 dollars per day, per person. In fact, because the condition 
is so hard to manage at home, it may often be a pivotal factor In the 
decision to institutionalise an older person (29), Ihere are various 
types of Incontinence and it Is important for the clinician to make an 
accurate diagnosis so that the most effective and cost-conscious 
treatment can be designed. 

Acute Incontinence generally occurs as a concomitant to another acute 
medical problem (e.g., immobility, delerlum, side effects of drugs, or 
urinary tract infection). 

Persistent Incontinence is not associated with an acute medical problem 
and worsens over time- It can be characterized in several different 
ways, each with a different cause i 

1« sty_^jig_ Ipcontlnence Is urine leakage and Is usually 
associated with an Increased pressure on the bladder 
e.g., sneezing, laughing, exercise | 

2. urge incontinence may occur at all ages most often in 
women and Is characterized by an inability to delay 
voiding before reaching the toilet. It is often 
associated with eonditlons like stroke, senile 
dementia, Parkinson's disease, and multiple sclerosis | 

3- Qverflow incontinence 1b due to an inability of the 
patient to empty the bladder completely because of a 
blockage or loss of normal bladder contraction; and, 

4. f unc ti ^ 1 inc on t Inen c e may be due to a variety of 
causes Including physical or mental Impairments, lack 
of the appropriate desire to prevent voiding, or lack 
of persons to provide needed treatment (28, 30). 
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With so many different types of ineontinenee and relevant causes of the 
eonditiar.^ a variety of therapies exists the eholce of which should be 
tailored to the patients needs. These include medication, behavioral 
modificstion (including biofeedback), exercises, surgery, prosthetic 
devices, catheters or absorbent undergarments (30). 

Because Incontinence is so prevalent in older persons (40^50 percent of 
those In cursing homes and 16-^20 percent In the comunity) (29) and 
because it may be pivotal In the decision to Institutionalise an older 
person. It Is critical that diagnosis be accurate and treatment 
effective. Some physicians have suggested that the British concept of 
Incontinence clinics may be the best solution to this problem, which is 
costly both in medical and economic terms (28). 

The effects of incontinence for the older woman range from embarassment 
and social Isolation to the need for costly institutional arrangements* 
Thus it is an Important medical problem for all older persons, but 
especially women, who live longer and are, therefore, at greater risk for 
the condition. 



Aceidents* Accidental injuries In the elderly have been an emerging 
area of concern for the PHS. A recent study on aging and health 
prpmotlon (31a) sponsored by PHS examined this subject closely* 
According to the results of the study, accidents represent the fifth 
leading cause of death among those 65^74 years of age, and are the sixth 
leading cause of death for those over 75. In the over 75 population 
(which is mostly women and which Is the fastest growing population in the 
U#$.) the death rate from accidents Is four times that for all Americans 
(154.8 per 100,000). The Injury rate from accidents is also very high 
for the over 65 population. In 1977, accidental Injuries resulted in 
almost 43,000,000 days of bed disability for people over age 65 (31a) # 

According to the report^ the principal causes of death due to accidents 
are: falls, motor vehicles, fires, burns and other accidents. While the 
death rates for all categories of accidents are higher for men than for 
women, It is Important that preventable occurrences be studied In women 
as well as men. Because women comprise a greater percentage of the over 
75 population. It Is essential that disabling Injuries be prevented to 
the greatest extent possible. 

Of the types of accidents listed in the report, injuries from falls are 
of particular concern* As of 1979, 7 percent of deaths from falls 
occurred In parsone over 65 years of age. This figure jumps six-fold In 
persons over 75* According to one article (32), the comnon causes of 
falls in older persons may be broken down as follows i 48.4 percent, 
accldentsi 15.1 percent, miscellaneous i 14.7 percent, drop attacksi 11.1 
percent, vertigo i 6*9 percent, central nervous system lesions | and 3.8 
percent, postural hypotension. Qianges of aging may contribute to the 
frequency of these falls. 
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The eansequanees of falls may be particularly devastating in older women, 
as fracturea of the hips wrist » head, and back are the comaon result of 
such accidents. (There Is some debate as to whether home falls cause hip 
fractures or vice versa. This is not resolved)* Hip fractures alone 
have an estimated mortality rate of 20-30 percent. Approximately 200,000 
hip fractures occur each year In the United States, each one costing 
about JlO.OOO In medical care- (This accounts for about $2,000,000,000 
in acute care costs). Hip fractures also result in a chronic disability 
with 13 percent of survivors never returning to Independent ambulation 
(31a). Hip fractures occur primarily In women, with White females having 
twice the risk of other groups at every age. As mentioned in the section 
on osteoporosis in this report, the higher incidence of osteoporosis in 
this group of women may also be a significant related risk factor. 

Clearly j preventing falls and the consequences of them Is of particular 
Importance to the older person. Proper therapy and prevention will 
depend upon the cause of the fall and may include i the use of devices 
that aid In walking, rearrangement of furniture or rugs in the home, 
provision of adequate lighting , assessment of medications for side 
effects, or the prescription and use of proper eye glasses. 

While accidental falls have been given eiitenslve treatment in this 
chapter, there are other accidents to which older women may also be 
prone. These include i burns (from hot water, kitchen fires, smoking in 
bed), poisoning (falling memory and eyesight coupled with multiple drugs 
that may be lethal), and accidental hypothermia, or heat stroke* 



Other Health Concerns 

Sesuallty. Society has not been kind to the sexual desires of older 
people. According to Butler and Lewis (33) It has been presumed that; 

• Older people do not have sexual desires. 

m They could not make love even If they did want to* 

• They are too fragile physically and It might hurt them. 

• They are physically unattractive and therefore 
seicually undesirables 

• An^ay, the vhole notion Is shameful and decldely 
perverse • 

Probably the most profound sexual difficulty centers around older women 
who are vidowed, divorced, or single* The 1980 census showed that 42.9 
percent of the nonlnstltutlonaliEed women, aged 65 and over, were living 
alone or with nonrelatives. Four out of every 10 older women lived 
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alone. This oeeurs primarily because men who are widowed remarry • The 
1979 data show that the marriage rate for men^ aged 65 and over was 
almost 6 tlmas that of older women* Aiere are fewer males in this age 
group and men usually marry women younger than themselves thus partially 
aecountlng for this higher rate (34). 

Older women will admit sexual desires but many regard such feelings as 
undignified* Many women are eoncerned about the cultural expectations of 
society and reinforce the sterotypes set by society by appearing to be 
seKless* The sexual needs of the elderly are further ignored in many 
homes for the aged and in nursing homes where sex segregation is often 
enforced* Appropriate arrangements for conjugal living are rarely 
available. 

Certain myths about menopause have caused some women to fear the aging 
process. Sex education for the elderly is necessary to help them 
understand the biological and physiological changes* Feelings of 
affection and sensuality do not decrease with age, indeed t! jy may well 
increase # Older women * as well as older men still enjoy sexual 
relationships despite of their physical changes* For women ^ the changes 
occur mainly in the shape, flexibility and lubrication of the vagina. 
For the most part, the changes can usually be traced to lower levels of 
the estrogen during and after menopause (35)* With the loss of estrogen, 
vaginal secretions become less acidic and increase the possibility of 
vaginal infections* The urethra and bladder may become more subject to 
irritations as they are leas cushioned by the atrophied vaginal walls and 
there can be burning or frequency of urination after sex (36)* 

There is no evidence that surgical procedures such as hysterectomies and 
mastectomies, ileostomies, or colostomies affect sexual desire or 
performance in women. However, these physical losses often produce 
psychological distress which needs to be addressed* 

The increased Incidence of Illness and disabilities may inhibit sexual 
activity in later life, but even the most serious diseases rarely warrant 
stopping sexual activity, accute illnesj obviously has an inmiedlate 

effect, but over time, even with a chronic condition, sexual activity can 
often be resumed* Doctors need to counsel their patients about sexual 
activity as well as the potential sexual side affects of drugs. For 
example, an antihypertensive drug may adversely affect one person, but 
not another. These aide effects of drugs should be balanced against the 
risks of the disease and the patient's preference should be considered in 
the decision (36). 

Robert Butler has suggested that there is a second language of sex, 
namely a growing capacity seen In many emotionally healthy older persons 
to develop to new levels Intimacy and comunlcation in a love felatlon- 
ship. Sex in later life is sex for Its own sake^-^leasure, release, 
comunication or shared itimacy or both. At this time women are no 
longer associated with child bearing and the creation of young families. 
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Butler feals that It Is pesalble that only in later life, when a 
peraonallty reaches Ita final stage e£ development, that love-^aklnR and 
sex can achieve deepeBt Beaning to the partners, © 

Masters and Johneon (37), who studied human sexuality reported that the 
two major requirements for enjoyable sexual activity 1b later life are 
reaBonably good health and an Interested and IntereBtlng partner. 

Mnspause. Although menopause la a natural process In the life cycle 
of aging women, it often has been treated as a disease. While the woman 
65 years of age and older may be several years past the onset of her 
menopause, the physiological changea accompanying menopause may affect 
various aspects of her later life. The symptoms Boat frequently related 
to menopause Include hot flashes, vaginal drynes., and ostioporoils. The 
most preacrlbed and used treatment for menopausal aynptoms has been 
exogenous estrogens. Slnoe the mld-to late' 70a, «trog.n u"e has 
decreased markedly with the publication of research reaulta Indicating a 
causal link in Its use to the Increase of endometrial cancer and possibly 
breast cancer. There is disagreement about the analytical procedures and 
««rdln?%lt ^ f""^ studies. None-the-l.ss. a consensus exists 
regarding the need for a ■ystematlc collection of knowledge about the 
climacteric experience in women who are not treated with estrogen along 
with the research alternatives to estrogen therapy for treating the 
menopausal symptoms. tr«acing cne 

Senaop anpalraents. Impairments In vision and hearing are also 

wo^r ^ mobility and Independence of older 

wamfnU S.w J sensory Impairments may also Increase an older 

ae^dentl" ^ medication, and traffic or other 

^ntttllla^?^!?'' function is often not given serious attention because 
the physiological changes are gradual and often thought to be simply a 
consequence of the aging process. However, the effects of limited vision 
or hearing can be a serious threat to the older woman's ability to «maln 
indeJende^ll'S'^Vlef ""'"^ recreational actlvites, and maintain an 

Although proper fitting glasses or hearing aids might be solutions for 
the older woman with sight or hearing problems, the people providing 
these services need to be especially sensitive to the spelial neis "I 
relief of V^^''' '^^^ ^'^'^^e aids that may provide ample 

arthrltfl ^^'^ "^^^ ^« ir^ou.i^U for a woman with 

overall trfi^th'"; oral health has a detrimental effect on one's 

overall health and 1. not an inevitable part of aging. According to one 
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souree (15e)» "more than half the population over 65 years of age has 
either not seen a dentist in the last 5 years, or has not seen a dentists" 

Poor dental hygiene and dental eare result not only In eavltles and tooth 
loas^ but gum disease* **For an older woman, this creates possible 
ehangee In facial appearance , chewing efficiency , speech performance » 
body image y and| as a result of these, perhaps social acceptance"" (15e). 

The best treatment for Incipient dental problems Is prevention: proper 
brushing, flossing, and diet. It Is Important to remember » however, that 
many of today -s older women lived through a period of time when dental 
care was less affordable, accessible (especially for the poor and 
Immigrant children), and more painfull Thus, many of them delayed 
treatment until late In life, with serious consequences- The education 
programs on dental hygiene for younger women of today should eliminate 
many of the dental problems for the future cohort of older women > 



Fodlatry* Simple foot care In a problem for many older women- Kot 
only Is podiatry an of ten^eglected part of health care servlcas by 
health profasslonals, but the older woman often has difficulty taking 
care of herself because of poor vision or lack of fleiilbllity her 
hands* She may have a hard time performing routine mall and foot 
maintenance. Thickened tosnalls due to fungal infection and cracked , 
swollen, or calloused feet are all preventable i foot problems In general 
can be helped by properly fitting shoes # Good foot care is essential for 
maintaining the mobility of the older woman and is crucial for the 
success of certain rehabilitation programs (38) • 

Itatritlo&t In order to understand factors which affect the process of 
age*related changes In tissue structure and function, and the emergence 
of multiple ehronlc diseases In the elderly ^ it Is fundamental to 
consider the nutritional needs of the elderly* , The relation of good 
nutrition and diet to overall mental and physical health is Important for 
all age groups, even though biomedical research Is still Just beginning 
to elucldatt the relationship between dietary Intake of certain nutrients 
and various diseases* Clearly, the physiological changes associated with 
the aging process present a dynamic situation for which the nutrient 
requirements must be determined. 

What are some of the physiological changes occurring in the older woman 
that may affect her nutritional needs? According to one review of 
nutritional requirements in the elderly (39) # there Is a continuous 
decline in the lean body mass of both males and females* **It has been 
reported that by age 70, the kidneys and lungs lose about 10 percent of 
their weight and skeletal muscle diminishes by 40 percent*** ThmTm Is no 
evidence as yet that nutritional factors reduce this trend, esicept In so 
far as they may reduce bone loss* As discussed in the section on 
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oateoporosls in this chapter and in the commissioned paper In this 
report, calcluo and vitamin D intake appear to be important In preventing 
or reducing the severity of this disease. 

Other physiological changes which occur with aging may also need to be 
considered with regard to nutritional requirements for the older person 
These include changes In tissue and metabolic function, certain functions 
of the Immune system, the numbers of cellular receptors and uptake of 
nutrients by cells, and the basal metabolic rate and energy needs of 
cells. Some of these factors may determine which nutrients and at what 
levels (how much of a certain nutrient) are required to meet the needs of 
the aging body . 

What are the current guidelines for nutrition In older persons? The 
recommended dietary allowances (RDA's) developed by the National Academy 
of Sciences, provide guidelines for adults over age 51 C31b). However 
there are no guidelines, as yet, for all persons over 65, much less for 
women over 65. The nutritional requirements for women over 65 might 
differ from those of younger age cohorts, with men, among women of the 
same age group and among different sub-populations of the elderly. In 
addition, older persons who are taking medications for a variety of 
chronic disorders may have even more specialized needs. 

A recent PHS report on health promotion initiatives for the older 
individual (31b) listed several nutrients and dietary factors on which 
public education efforts might be concentrated. These are: 

© fats — (Including saturated fat and cholesterol) which 
may be related to risks for heart disease, hyper- 
tension, and certain cancers | 

• calcium — which Is linked to osteoporosis | and, 

• sodium — which has been linked to hypertension. 

^ere are other areas of diet and nutrition which are of interest to the 
older woman as well. Overweight, for example. Is a condition about which 
women are particularly sensitive and which may be especially prevalent in 
lower income or minority women. Obesity Is a problem not only because It 
may increase the incidence of hypertension and diabetes, but it nay lead 
women to try crash diets and diet medications, which might do them 
ruftner nam* 

Dietary supplements (such as vitamins and minerals) are also becoming 
more popular among older parsons. A recent study (31b) found that use of 
dietary cupplements Increased with age (especially in low Income groups) 
and that many older people felt that a higher dosage of vitamin supple- 
ments was more beneficial to their health. Since the Minimum Dally 
Requirements (MDR's) of many of these vitamins may be different for those 
over 65, and since the majority of these supplements are taken without a 



III - 25 



188 



prascrlptloiis there Is an inergasittg c^n^fe -rn over the adverse effects of 
too much vitamin use- In fact, the Natlon^»l Institute on Aging, reeently 
published a pamphlet (40) to encoutaf^s older persons to use the 
eitablished WA^b as a guldepost for th#L r vitamin usage. Some of the 
serious side effects of megavltamln and ^tt-naral use might bei Vitamin A 
-"^headaches , nausea^ diarrhea^ and av^it _^tual liver and bone damagei 
Vitamin D^^kidney damage | and iron"llv^* d^amage* 

In addition to megavltamin uae» older ^^^rsons (especially women) are 
susceptible targets for a variety of t%%^mm nutritional elalms for some 
products that might claim to make the older persons "feel or work 
better**^ "look younger", "cure disease" » "lose weight rapidly"* These 

products are often costly for a person oti fixed income, and might raise 

false hopes about health status or evafl in ^ terf ere with the action of any 
medication that an older person may be t^l^l^sga 

With all the confusion and new InfoCiEifl^^lon existing about diet and 
nutrition it is necessary that oldef' wotf^^n be informed and educated to 
ensure good nutrition for themselves Qf" others (many older woman are 
Still care givers). Many older v^^^n. are anxious to have such 
information* 

In addition to education and informations ^ Improving poor nutritional 
status in older women may also have t@ be approached through other 
routes* A variety of factors can affect tTlia diet and nutricional status 
of older women: poverty, dental problefflif decreased mobility, changes in 
taste ^ isolation and loneliness, medlcatl^ik^ , convenience and availability 
of food stores, and cultural traditions « 

It is clearly important that women of alJ ages be given the Information 
and sarvices necessary to help them %#^t^ntain a healthly nutritional 
status* Not only will women themselvas th^e healthier, but because they 
are often still in the position as care^fe fivers, others will benefit as 
well. 



Alcohol, Drug Abuse, and Mental Hea lth Cgng ^^rns 

In 1978» a workshop, sponsored by the Kati^^nal Institutes of Eealth (KIH) 
and the Hatlonal Institute for Mental B%^L ^^h (NI^) was held to discuss 
the mental and physical health issues of 0^31 der women* In discussing the 
concept of mental health In the older voq^q. . , It was felt essential not to 
overlook the clinical interrelatiOn@hlF^s that exist between the 
biological i psychological, and social fmet^^ors affecting both health and 
mental health* This section will dlscu^a ^^Icohol and drug abuse problems 
and mental health disorders In oldef WQ^s^^m keeping In mind the inter ^ 
relationships among all those fact^^g which contribute to these 
disorders* Qiapter four. Issues Related t^s AXcohol, toug Use and Abuse, 
and the Mental Health of Women, should h0 consulted for completeness in 
relation to the dlscusilons In this eh^j^f er which deal only with the 
elderly* 
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Incidence. Little Is kno»m about the nature and extent of alcohol 
problems of older people, especially older woman. Although the past 40 
years has been a period of Increased growth and research In the fields of 
both gerontology and alcoholism. It has only been recently that alcohol 
problems of the elderly have been a focus of studies In either field 
Moreover, while both specialties have focused on unique Issues and 
problems of women, alcohol use and abuse by elderly women Is virtually 
absent In gerontology and alcohol literature. As an escample. a review of 
the contents of two recent publications (41, 42) yields no substantive 
information on alcohol and elderly women. The NIAAA has recently 
released a special issue of Alcohol World, on the use of alcohol by the 
elderly, one o, ^^^^ publications on aging and alcohol available at 

this time (43). 

Because of the scarcity of relevant studies, the information In this 
section is based in large part on the Information available about alcohol 
«nd the older population In general, or alcohol and older men. and often 
Includes Interpolation of the Information. 

Traditionally, heavy drinking and alcohol problems have not been viewed 
as a major concern for the older population In general, or for women of 
«ny age. Research results over time have indicated a decline in alcohol 
consumption and heavy drinking from approximately age SO and older (44)* 
Drinking appears to begin in the teens with heavy consumption peaking in 
the 20s through the 30s followed by a general decrease in consumption 
over the life span. Similar trends have been reported In other countries 
for which such data are available (45). 

Several factors, however, may account for such a low incidence of 
alcoholism In the elerly. Perhaps one explanation Is the high mortality 
3ate among alcoholics and heavy users of alcohol. Data repeatedly reveal 
-«hat heavy users and alcoholics tend to have a mortality rate 2 to 6 
^Imes higher than that of the general population (46). While data are 
— npreclse, heavy consumption appears to be directly implicated in heart 
diseases, certain cancers, cerebrovascular diseases, accidents and 
cirrhosis of the liver— the leading causes of death among the 45-65 aee 
^mvoup (46). - 

is also important to note that while data traditionally reveal a 
decline in consumption after age SO, drinking problems among the elderly 
teaay Indeed be greater in this population. Even though data traditionally 
teveal a decline in general consumption after age SO and it is often 
tehought that older people are not victims of alcohol problems, the rate 
Q»f problem drinking and alcoholism among the older population is 
estimated to be between 2 to 10 percent, approximately the same as the 
general population and is possibly higher than the general population 
a=verage among clinical populations (47, 48). As examples it is 
fe^stlmated that 18 to 56 percent of elderly medical admissions in general 
h. ospitalB are alcoholic and that 23 percent of psychiatric admissions 
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hava alcohol problems (49) • Of those older persons who seek medical 
assistance for any ressoni It is estimated that a high proportion-^^lO to 
15 percent^^ha^e alcohol related problems (50) . It Is estimated that 
approicit&ately 20 percent of nursing home populations | most of whon are 
elderly, are alcoholics (51) « One author reported that 17 percent of a 
total of 87 older persons who were seen at a community mental health 
center were diagnosed as alcoholic (52) • 

In addition to consumption patterns » another important difference between 
younger and older persons is the tendency of the aging body to be less 
tolerant of alcohol. In other words p given the same quantity of alcohol $ 
older persons become more inebriated than do younger persons $ due in part 
to a slowing of metabolism p the smaller volume of body water, and the 
decreased lean body mass in older Individuals* Even if older persons do 
drink less than they formerly did or less than younger people ^ they often 
may ei^perience increased effects of alcohol « Thus, if studies employ the 
same criteria for all age groups to determine "heavy drinking,*' these 
data may actually underrepresent the incidence of heavy drinking In the 
older population. 

Further, as gerontologists have discovered, confounding variables such as 
the cohort effect often make the findings of cross^se^tional studies for 
the elderly invalid. Because many of the past stud as have been cross^ 
sectionals the findings for the elderly may not ac^iurately reflect 
alcohol consumption patterns among the older population^ More recent 
longitudinal studies are in fact beginning to show a greater use of 
alcohol among older people « 

With respect to women ^ studies have indicated repeatedly that across the 
life span, women tend to drink less than aen« Based on the current 
estimate that 2 to 10 percent of the elderly are heavy or problem 
drinkers, this is approi^imately 1 to 6 million people over the age of 
65e In view of the overrepresentatlon of women in the older population, 
the current size of the problem in absolute numbers is significant. 

Further, although women may drink less then men do, women tend to 
eKparience a greater effect than do men from the same amount of alcohol. 
Tile reasons for the heightened effect of alcohol experienced by older 
women are similar to these stated above « While the mortality rates for 
alcoholic men are significantly greater than those for the general 
population, the mortality rates for women alcoholics are substantially 
higher at all ages than the rates for men. Aerefore, while women may 
drink less than men, they tend to suffer more severe consequences in 
terms of mortality « In view of the above findings. It is clear that 
women are more sensitive to the intoxicating and potentially lethal 
effects of alcohol, than the data tend to show or than health care 
providers tend to assume. 

Moreover, the number of older women with alcohol problems is bound to 
Increase in the future based on the increased size of the older 
population. In addition, future cohorts of older women are being 
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■oclallsed at a tloe when aleohel Ig readily available and seclal 
drinking Is an acceptablB and often encouraged part of life. In fact 
since World War II, the gender gap in alcohol consuaptlon has been 
narrowing so that the incidence and quantity of drinking Is nearly the 
same for men and women (S3). As today's older women have done, future 
cohorts will take with them into old age the same values, habits, life- 
styles, and coping responses that they developed throughout their lives. 
There Is every reason to anticipate a considerable Increase in alcohol- 
T« -^V*«.r .'"^ffl alcoholism among tomorrow's cohorts of older women. 

1 °t in incidence of alcoholism and consumption 

other alcohol-related differences between young and old as well as 
Between women and men can be identified. 



f ! 1 ™^ Pepul«tlea. Categories 

employed to differentiate patterns of alcohol problems among tht eldlrly 
are unique to this population. The two-part scheme used in the S^t 
chapter la ejEtended Into a three-part clasBlflcatlon here (44). "Survi- 
vors refers to older drinkers with « early onset and life history of 
nrobaWllJi""? P«M.«.. These are the drinkers who defied ^^latlcH 
K^v i« H 1 '^'1*1- ^ ^" ■88 despite their drinking problems. 

They are at high rl.k for medical problems related to alcohol. 

"Intermittent- drinkers, aometlaes grouped with survlvers Into an early 
onset eatiegeiy, .re those i^ose heavy drinking also began early In life 
but va. peri.^dlc, (with int.rmlttant spell, of problem drlnklna oflen in 

f^^±^l'^'T^' unique- ^^^^ 

the particular stresses ssay b. different and perhaps more frequent If not 
.iBultaneeu. In old age. Life stresses, such as loss of .peuse, family 
•aa friends, Ineome, employment | changing soeial norms ©f phyaleal baautv 

heaUh and stamln.. change. In val^d rSes' hJS"«d 
neighborhood. Independence, •elf-e.teem, and ethers are more usual and 
more frequent In later rather than •arller years, feeple whose habitual 
^aLif;'^^^" 'w, involves drlnklna may. therefore, become 

especially vulnerable to drinking problems In old age. ^rentologlcal 

nJreHL and 't^ V l^df^ldufuli 

Increaaeg and they are less Influenced by their peers. Lifelong 

I*"" eheiee. of coping mechanisms should become even 
n?n.f « M iBdivldual age. (assuming no Intervention ha. tSe! 

It ?. , !■ • Prliaary coping response throughout life, 

it is likely to persist and perhaps intensify well into old age. 

Third, "reaetive drinker." are problem drinkers who may have a history of 
emotional problem, but begaa drinking in later years, perhaps « a 
response to the .tre..e8 of aging. In view of the many ^trlsaes and the 

wiilnTl"^"*^^,"',^ ^' p/pul.tlon thl olSer 

women may be particularly at risk. "Reactive drinkers" ©f late onset 
generally have a good prognosis for treatment outcome and are a viable 
aSd*educatlon""*'^ pr-ventlen efforts such as pre-retirement counseling 
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Dlagneils of aleahslism is myeh sore dlffiault In the elderly than In 
younger age groups (S4a)* ipaelfls and appropriate criteria for diagndsis 
of aleoholiam in the elderly do not exist; and the four diagnostic methodi 
moat oomoniy used for the general population are quite linited in their 
applioation to the elderly (SB)* For example » oonsumption of aleohol in 
terms of quantity and frequency may be a viahle dlagnostle approaeh with 
the general population, however , in view of the heightened effeet of 
aleohol on the older person , using general population erlteria is likely 
to result in misdiagnosis or ineorreet diagnosis of the older alooholie* 
The greater probability among older persons for inoreased toxieity due to 
aleohol-drug interactions may further reduce the applicability of the 
consumption norms of the general population « With respect to the older 
woman, for whom the heightened effect of aleohol as a consequence of age 
may be superimposed on the greater sensitivity of women in general tc* the 
effects of alcohol p these norms may he especially inappropriate. 

A second comionly used diagnostic method, the use of psychological 
dependence or repeated efforts to stop or control drinking as indicators 
of heavy drinking » is difficult to implement in any population « 

A third diagnostic method focuses on the identification of physical 
addiction through symptoms such as those characteristic of withdrawal. 
Such symptoms, however » are infrequent and can be particularly subtle in 
older persons. 

Finally, use of "life problems" such as divorce, arrest, accidents, job 
loss, etcetera as indicators of alcohol problesis is of limited utility in 
diagnosing elderly alcoholics. For diamplep many older persons are not 
in the work force and few receive traffic citations for driving while 
intoiEicated. With respect to older women, many may be widowed and living 
alone, thus having less opportunity for family or marital discontent and 
little visibility to potential sources of referral. 

Further compounding the iifficulty of diagnosis is that many of the 
various chronic conditions eKperienced more often in old age frequently 
have symptoms similar to those characteristic of alcohol problems. 
Depression, malnutrition, and drug reactions are among those conditions 
with similar symptoms* Consequently, an older woman who exhibits signs 
of disorientation as a result of an alcohol problem (a treatable 
condition) may be misdiagnosed as having Alzheimer's disease (an 
untrea table. Irreversible condition). Without early detection and proper 
treatment, the initial and reversible effects of alcohol can, in fact, 
progress to untreatable organic brain syndrome • 



Adverae affects* What are some of the adverse effects of alcohol in 
the older woman? According to a report of the Institute of Medicine 
(lOM) (54a), "there is remarkably little information on the biological 
effects and medical complications of alcohol use in the elderly*** As 
mentioned previously, it is particularly difficult to separate complica* 
tions of aging in an individual from complications of alcoholism. Thm 
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lOM rtport listi some of thesa complieatione Inciludingi malnutrition » 
ispaired host defense ^ Inoreased aareinonma liver disease etoetera 
<54b)* As the report suggesti, the Qonbined effects of aging and alcohol 
use appear to deorease the rasillenoy of all bod^ s^stamg resulting in a 
deoline in both physical and emotional reaouroes- Problems with tha 
central nervous system, the oirculatory system, the liver, the gaitrc 
Intestinal tract » and the kidneys also are more oomaon in older than In 
younger alcohol abusers • Bleep disturbanoes resulting from alcohol are 
more comnon in the elderly and', under the influence of alcohol, older 
people tend to go to sleep sooner and sleep longer than younger people 
(56). The compounded effeots of alcohol and sleep coupled with the 
elderly* a increased susceptibility to hypothermia could clearly increase 
the mortality rates of older persons unaware of the danger of this 
condition* 

Depression, an incraaslngly prevalent mental health condition in older 
women, coupled with alcohol abuse can result in a vicious cycle. Unlike 
men, who seem to experience depression after llfe--long heavy drinking, 
women appear to drink as a reaction to depression thus perpetuating the 
cycle. 

Thm potentiation by alcohol of psychoactive drug effects may also 
represent an additional danger for older women. Use of alcohol can 
interfere with the drugs that they are taking for medical purposes ^ As 
the environmental stresses Increase In later years, women ^/hose habitual 
coping responses to stress Involved drinking or drug taking may be even 
more vulnerable to these problems In old age. Most of the psychoactive 
drugs taken by the elderly women to combat depression, for instance, are 
potentiated by alcohol, resulting in overdose incidents* 

Problems due to alcohol consumption In the elderly extend beyond those 
Identified as alcoholism or heavy drinking. Relatively healthly elderly 
Individuals suffer serious cognitive and behavioral Impairments from even 
moderate amounts of alcohol (55). Older persons with heart or pulmonary 
disease can also experience adverse effects from moderate amounts of 
alcohol (55| 57). Difficulties in coping with the various losses that 
occur as a result of old age can be exacerbated by relatively minimal 
alcoholic Intake, When compared with age-matched non-drlnkers, elderly 
alcoholics have higher rates of affective disorders and acute and/or 
chronic brain syndromes • 

Thm psychosocial aspects of alcoholism are closely tied to the physical 
and mental effects of the disease resulting in a cycle of continued 
alcohol use and concomitant Illness and depression. In addition, 
alcoholics, older people, the physically and mentally impaired, women, 
the poor and minority groups are subject to various degrees of social 
stlgmatlEation and discrimination. Not surprisingly, an Individual who 
fits Into two or more of these categories experiences Intense negative 
reactions from society. for female alcoholics who are also elderly or 
poor, or members of a minority group or all three, social stlgmatliation 
Is especially severe. 
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Another majer eoneern is that the elderly are at especially high risk for 
alQOhol-drug interaetions <45e). Ihe haraful affects of drug luteractions 
in thamaelves preseat najor threats to older persons* Apprdximately 25 
parcant of people 65 years of age and older are on some form of nedlcation 
and the elderly consume more over-the-counter and prescription drugs than 
do any other age group. Elderly women use antianxiety drugs, antihyper^ 
tensive medication » vitamins » analgesics » cardiac drugs, cardiovascular 
dilators, diuretics, laxatives, and tranqulllEers at a rate of 2 1/2 
times that for elderly men (58)* As an added complication, more older 
women than men live alone and are more likely to make medication errors « 
In addition to taking multiple drugs, older persons often exchange drugs 
with friends thereby Increasing the potential for drug-drug and 
drug-alcohol interaction. Th±m high use of drugs, especially by older 
women, Increases their potential for experiencing serious and sometimes 
llf e^threatenlng drug-alcohol interactions (59). 



iervlees and treatsent* The identification of older persons with 
alcohol problems can be considerably more difficult and require different 
approaches than case-finding among younger persons > Older people are 
simply not as visible as are younger people* More older than younger 
persons live alone and are Isolated from friends, family and society In 
general. Iteny Indicators of alcohol abuse In members of the general 
population, such as problems at work or school, do not apply to older 
persons. Family members may be reluctant to refer their parents or 
grandparents for alcohol treatment. Mso, few physicians, nurses, and 
other health and social service caregivers have been trained to recognise 
symptoms of alcohol problems in the elderly # itereotyplc attitudes of 
providers that paint the older alcoholic as helpless or hopeless may 
interfere with treatment even when the alcohol problem is recognlEed and 
referred for treatment. 

Problems other than health are also associated with alcoholism In the 
elderly population- Older alcoholics (particularly men) may sometimes 
engage in confrontations with companions and with the police, situations 
such as these can provide opportunities for case-finding. As examples, 
family, friends, and health care providers can be better educated to 
identify symptoms of alcoholism and should be encouraged to make timely, 
appropriate, and acceptable referrals for treatment. Providers of social 
and other aging services » Including staff at senior centers staff and 
those providing In-home services, should also be trained to recognise 
symptoms of alcoholism and make appropriate referrals* While the process 
of Identification of older problem drinkers might be similar to that for 
young people, the sites and resource persons will need to be different. 

With respect to treatment for alcoholism, the full range of services, 
including detoxification, residential care, outpatient therapy, aftercare 
and follow-up. Is as appropriate for older as for younger women* In 
fact, most therapists who have worked with elderly alcoholics concur that 
the prognosis for older people, particularly those with late onset 
problems, is as good or better than that for younger individuals (6C 62). 
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Agala^ hovte-%rer, eaeh eeioponent of treatment bi tailored to the 

gpeelfle slKuatlon and life elreuistancis ©f oldrjr v^^ttini 

Kven aaye ttoan vith younger clients, t^ommmlotn of ^Idcf problem drinkers 
need to know about and eollaborati with a wld€ rTangi of medical and 
iselal se^V;S,eei and be skilled In "loelal'' therapies (63,64)* Slttllarly, 
gounselora smc^ad to be keenly awafi of alder clleatE^' hialth and medical 
regimens mtm^ the drugs they may bi taking* An Kacraaeed emphasle an 
nutritloa eSucatlon would also be hilpful for older ^peopli. 

In vorktng M^lth ollder women, it Is particularly Igip^ortant for oounielors 
to demonstfaRte that they eare, but at the sane tine dliwurage the client 
from becomli^g dependent upon than. It hms been pusSisted that using a 
team of c^iKTiselors with a group of older clients night help preclude 
dipendaney i^«lationahlps « 

The goali therapy may differ froB thos^ for youni^aif problem drinkers. 

For many oiaar people, these goals lay bfe lesg '^w&k" arlented and more 
in ling wltl^ retirement and lelsurt pursuits. Co tilie other handp It is 
posiible thKt a number of older woatn ma^y nead ^r vant to pursue work 
oriented gai^^^^a* In our society , oldat voaien, partlo^ttlarly widows consti^ 
tute a slgipi^flcant portion of the poor* Woreover, at ii sot unusual for 
probleffi dria^ters to have some degfti of financial d^,£ ficultles resulting 
from their tKdstorles of drinking t Oldat female pro^leni drinkers , there- 
fore ^ My n^ed additional Income If only tanporarlllyi For those WDmen 
who prevlotj^ly have not been employed (whleh wlll_ be the case for a 
number of tsday'a cohort of older vomstijp speelal Bielp with respect to 
seeking Jobs and maintaining skills as well as ego 8««pp9rt and assertive- 
DiiS traini,P i^^ may be most approprlitgi 

Alcoholics ^■aonymous (AA) participation woiks as weL^l for older womm as 
it does for younger women. Some tailoring here ttlghtt alio be helpful andl 
should always be Initiated by or In concert with mn AAaimber. Ensuring 
that older i?^men present their ^storiei*' at speakerfl'* fliitlngs can play a 
vital role &ii helping them Identify with other fsnali alcoholics and 
iigin worktflS on their own probleos* It im often thi^matanlng for problem 
dflnkerg of sny age to attend their flret M ffleateingi tovlng a peer 
eieort ftom accompany the older woffltn helpi to all^^vlata that problem. 

For older we^rnen, treatment programs may te beat c^^ndueted in settings 
other than sche alochol service eintar* ienlor ocentiri, residential 
facllltl^g, congregate meal sltesi and ch«archea art ^ exiBples of places 
that might t» more familiar to older ^omen - Given tBie high incidence of 
slcohol prob^MS In ni^irslng homes « it w^uld be h^^^lpful to establish 
therapy progMfams In them ea well* Furtlier, sone of these settings, 
pirtlcularly the aanior centers, offer the addltipman. binifit of housing 
a number of services needed by older women^ including traniporation^ For 
evening memtSngs, the iivallabillty of transportatl^^n and a safe and 
ipproprlate s*^tting are gispiiclally iiportant to elderLiy man. 
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Thifi is an Incraasid importaQCe for follow-^p ind aftePcart ^ of older 
wooen i^tte^o are preblim drinkars seapaclally for thosa ^ho L^ivm mlone 
C63b)* A "slippery street** for— problM drlukifi of all ages Is 
unstrucCtmMd tliaa» Baeause of th^e significant aDGunts. of ufim^struetured 
tlffli Ifi the lives &f most old^er peopla^ thiMplsts and aftereare 
C€uniile^a might be even nore directive In hilping oldei^r clients 
etfueturfe their dayii Assisting c^^ients to enga|i In SQctal ^^etlvities 
Such as those of £ ered through s-^enior or recreation center » clubs , 
ehurcbes^^ and voluntary orgaaizatL^ons will not only provide (ipurposeful 
dlrecti^im to dangerous unstructnre^d tlttCp but vill also halp« isolated 
older Wottfc«n build or rebuild a supp^srt network and a sense of tts^nfulness. 



pryg Use ^nd Misuse 

tti lesu^ of drug uii and misuse ins the eldarly hai become an ^^ncraaslng 
public h&alth concern (65) • Althd^ugh the elderly are coMOolr^y asstjmed 
not to bf users of Illicit drugs » tXliey are generally recognlied as having 
a blgh Ite^al of use of legal drugs which are legally acquired « In fact* 
vhen spear^lng of tht ilderlyp It s^^ems more appropriate to sp^a^k of drug 
m±Bm th^n of drug abuse (66). avoid any coBfuslon, the therms drug 

mlauii a^d drug abuii will he ^^afined accordlog to the d^^finltlons 
adoptid by the Federal Strategy Goynmell on Drug Abiisi in 1979. 

**Dru^ abuse la the non--therape»itlc use of any psychoactive 
subsKancep ineluding alcohol | In such a nanner as to 
adviK^eely affect soma aspacta ^ of the user's life. Th# 
subicance may obtained f ro®^ ^ any nwEber of sources i by 
pFeierlptlcti, fron a friend » ovar*-the^count€i or through 
the illicit markit. The use ^akattern may ba occasional or 
habitual." 

Drug ilsu^a Is the inappropriate u^se of drugs Intended for ct^aerapuetlc 
purposis* Misuse occurs though Ina^pproprlate prascribing ©r use ^ of drugs 
resulting from a Ick of knowledge the drugs • afficts by the physician 

or the pa ^ient or through self-^^dS.cation with a drug inconilsc^^ent with 
the label Informatloni 

Thi dilf a&enGa in use or misuse pat^^arns between man and wooati iu^m derived 
fvm the fact that there Is a hlgHier proportion of women (60 percent) 
affiong the V - population 65 years ^&nd older. Bacauie of the lo»-ttger life 
e3cpictanc3P" of womeni the problems ^^f the elderly m Incraailfi^sly those 
of woietit In spite of this fact»^ research has failed to aB^dequataly 
explore t^«lr unique hialth problet&s ^ • 



Advirii effects ©f drug tnteractieadS « Older persooe (especlal^^y women) 
are at htgh risk with reg.^T-d to ^fcarmful effects rtsultlng f^rom drug 
intiractl^^s (67). The elderly~tho^ «a 65 years of age and old%t — ^^consti- 
tuti about: 11 percent of the total ^ population , yet they take about 25 
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percent af all dru|; ^ spense^ In the United St^taes^ beth prescrlpcloii 
and over-^the'-ci^*#i^ ^ul . ll is thi rare older p^^tlent who needs only 
one or two pr^^flpLien ^ Fof losts polyphaw^^cy <a seientlflc way 

of saying "msof *s ^gg" thr tmlm^ yather than tbfe« axeepclon. A recent 

report on dri^ ^ii in %Y ^ ^lde;'ly stitid that for pMfiraona receiving mora 
than ,ona pr^atipt J ;jn, the average nuiber of pr^^^^^lptjons written wag 
7.5, but for tto elderly th© avaragi was 14.1 presc^^^Tlptlons (65)* Othar 
studies have ife^w- thM oldrn^ patlaiiti may be gattlii^g as many as 14 to 18 
different dr^# In "^^urae of a ^gir. Nurslnf bow^me patients have been 

reported to taj^e aa ffimn^ 20 to 30 drugs. 

The reason i^y tt? ildecly take so lany drugs tiA^K hard to understand. 
They are mor^ liFr v tban other agg groups to haya t one or more ohronle 
lllnessesp laelt^uing ftieart dlaease, high blood prasssurei diabetes, and 
arthritic » ^iw sucji diseases can be treated w^^lth just one drug. 
Hedication for c^twlc ills usually oust be tak#K2 over long periods » 
frequently for the rest of the patient U life. : 

Elderly women may alao be given pjeserlbed drugs ^^uch as estrogens to 
replace the diminished hormones after menopauic ^^ad to prevent ostea^ 
porosis in later years* They uie ledatlvesi byr^pnoticss antians^iety 
drugs, antihypertensive medication, vltaolns, Bnalg^^sicSi cr^rdiac drugSt 
cardiovascular dilators, diuretics, laxatives , and tr^:;^nquili2ers* 

*nie very fact thyt the elderly must take s^^ many ^dedications increases 
their chancea of experiencing an sdvirae react len'^^^chances three tla#a 
greater than that of the younger patignt* Such £'^aK-etions may be severi' 
anough to require hospitalisation* Thiie ineludes stupor | confusion or 
over-stimulation from sedatives | inteitinal blegdlag ^rfrom asplrini lowered 
blood pressure from antipsychotics such aa chlar^*— dmazine CThora^ine)! 
and fainting following use of antWiprasaaoti , d^iuretics, sedatives, 
tranquilisers, and some high blood prgssura ttediga t j ^ f^an g ^ 

Taking many drugs also increases the potential fat df^ig^drug interactions* 
toe drug can alter the effect of anothgfs for instflttc^e, by speeding up or 
slowing down its metabolism in the liver* Iw© - similar drugs taken 
together may produce an effect that Is greater than wvould be expected or 
they might counteract each other. 

The young as well as the old patient can eKperlenca ^Kdverae reactions, of 
» course* The problems of the elderly * however, are eOMnpounded by the very 
r process of aging* With age there ars eertain physt6l*aogical changes that 
» can affect the way In which drugs behayi in the body* - In addition, such 
^ factors as diet, alcohol consumptioni diiease, weatHiri^ conditions auch as 
r^lgh heat and humidity, malnutritioni and even bed rear can alter the 
Kmovement of drugs through the body. 

WTTomen, according to B^milton and Pafry <68)j hiiya^ more adverse drug 
^^eactions than men, and, especially after fneaop^^use, ssay be more 
*-nrulnerable to tardive dyskinesia, a disorder asio^^iated with use of 
^^gychoactive drugs* 
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Abserptloii and distribution of togs, Thm sld^rly weaao may hm at risk 
due to varlRtlons In drut abaotptlon and disposition. Drugs uBually 
enter the body by mouth or by injictlon. The a&lllty of drugs to produce 
the desired effectB depends ftilt on how welL the drugs are absorbed. 
While there Is little clear evidsnce that age «lone affects absorption. 
It has been suigested that decifiSiid «bsorptloE» night occur as a result 
of physloloslcal changes such ai dtereased gasfcrlc acidity, a reduction 
In peristaltic actlvltyi a changi la the time 1^ takes for food to leave 
the stomachi or a decreased Ineeitlnil blood tltrmr. 

Age does make a difference lo dtiig cIlstr#.butl«SE, the process by vhich 
drugs are delivered to various litis In the b»dy. Distribution in the 
elderly Is altered In part becawe of changes the body's composition. 

With age, the total body water aad lean body aa^s— essentially muscle and 
ione~decrease, while the proportion of fat Increases, even though there 
Is no Increase in total weight, nils means tha^ drugs, such as dlgoxin, 
normally distributed In lean hodytlBSue, will erad up at higher eoncentra- 
clons In the bloodstream. On tbi other hand, barbiturates (Nembutal and 
othei-s), phenothiaglnes (Thoragtn! md others), and diaaepaa (Vallum) ire 
stored In fatty tissue. The loeiiisid fat In tfae elderly can serve as a 
resevvolr for these drugs and prolong their "worfcing* time. 

Drug distribution Is also affectU by the pla8»« protein concentration. 
Plasma proteins in the blood a.id in transporting many drugs from the 
intestines throughout the body- A certain percentage of the drug Is 
always bound to the protein. Only the unbound, ur free, portion of the 
drug Is active. Thus, blndlnS Ifiliportant In «I^termlning how much of a 
drug will be available to produce the desired eff-«ct. 

With age there Is a decline In thi amount of ambumln, oae of the blood 
proteins, to which mmm drugs m highly bou™.d» s^gu, Dilantin the 
antl-epllepsy drug. Vallum, and itllcoagulants C Dlcumarol) . A reduction 
In albumin will result In an increased amount «f active drug, so what 
would nomally be a therapeutic dots of the drug nay prove to be a toxic 
one • 

still other toxicity probleoe nay dsvelop because^ drugs compete for these 
albumin-binding sites. When one drug is blocked ^t the binding site by a 
second drug, the amount of the first drug tha» Is freely circulating 
Increases, and the potential for toxicity along with It. For example 
phenylbutazone, salicylates and iylfonamides ca» displace tolbutamide 
leading to hypoglyeemla (low blood lugar). The person who takes severai 
of these drugs, thus has Increased chance for to3ct_c drug Interactions. 

MetabollBm. Metabolism Is anothir function tThat changes with aae. 
Drug metabolism rates in the eldeily are one-half to two-thirds the rates 
of middle-aged and younger patlente. MetaboliSB ttakes place primarily In 
the liver where drugs are changed Into m water-s»lubls form so they can 
be excreted. The capability of tli! liver to perform this vital function 
depends on the blood flow to that organ. In the elderly, this blood flow 
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Is deereaiadp Some drugij Infc^atidlng bgta blockerE, narcotlee, nltfttiii 
hydralazine p and tricyellc ant^idepressants pass through the llv&r before 
they reaeh the feneral eircul^stion^ Beeause of the reduaed blood floWj 
smaller amounts ©f thiie ^tugmm are metabolized and exereted. As a con- 
sequeneep the aaount that esacers the elderly person's elreula^lp^ ii 
elevated • 

Interaetlens of dlffgrtiit dr^ags In the liver may eauffe still Qtkt 
problems for the ilderly patl6«it- One drug may stimualte the metaboliin 
of another p thus deereailng 1 effeeclveness^ Fhenobarbltal haa this 

effect on antleoagulaBtB* On the other hand, the antibiotic ehlorar 
phenicol shows the mttabellatt ©f amtieoagulants, thereby Inereaalmg thi 
magnf.tude and duration of their effects. 



Drug ellBlnaclon* Finally , tehe body's proeesses for elimination of 
drugs can be Impaired in the eL^^derly because of changes that occur Ifi the 
aging kidney^ changes that mtmm more dramatic than those In any other 
organ. The kldntys beeeoe smaller ^ blood flow and filtering capacity 
decrease. This kldnt^r lmpalr=Tient retards the elimination of vati!** 
soluble drugs such as dlgoKln, certain aatlblotlcaj chlorpropamide, 
hypotensive agents, liavlng tt^^^m elderly patient more prone to advem 
drug reactions. 



teug ■enaitivlty* Thi sldarl^^ also appear to be more sensitive to 
certain drugs. For Instance* a=-Titlchollnerglc drugs can cause conlusien, 
disorientation p halluqinatlons ^nd dellrlump as well as blurred vlgtca, 
dry mouthp palpltatioas, and e^enstipatlon in the elderly* EMmpieS sf 
anticholinergic action mj ta F^und in medications for spaatlc colon aad 
Parkinson's dlseasii seii antibk^staminesi tricyellc antldepresaantS| aod 
drugs to control irregulir heartbeats* Older women In particular smmm to 
be especially sensltlvt to VallMm* and thus require smaller doses of thli 
drug than do younger patients* Older patients may experience falntlni 
and dizzy spells from drugs sucKi as antl-^epressants that do not usually 
produce such effects la younger ^^atlents. 

Nonprescription p or ovar-the-co water (OTC), drugs have a prominent placi 
in the medicine cabinits of Miost elderly people. ^algeslc^ Cp^ln- 
killers), antacids, cough and c^ld preparations ^ and laxatives ar^ mmon 
the OTC drug produGts moat frequently used by older people. While nany 
people do not think of thige as ^rugSs OTC drug products^ too, can be the 
cause of adverse filde tfftets in elder patients. 

Aspirin p for instance, tm infe-^^^ase the effect of anticoagulants and 
decrease sodium and chloride exer^etion— a matter of concern to those Mth 
congestive heart failure. ttf»Klc use of aspirin may lead to iron 
deficiency anemia. ^ti§ids cai^ interfere with the absorption of mom 
drugs, such as the antibiotic tetracycline, while chronic use of lawtlVii 
can lead to electrolyte and vatefc- balance disturbances. 
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Although Mny Qld^z* vomtn may have seme vitamin def lolenelai , traatmtnt 
with megadoies of vitamins li generally not reeomnand. As maationed in 
the iastion on nutritieni older persons may hava tha miaeoneaption that 
taking mora vitamins than presciribad or suggastad on tha label is 
banafielal and thus suffer tha lll-ef facte of ovardoses of airtain 
vitamins* 



Pravantion of advaraa drug raaetion ©r miauaea It would saam thit tha 
bast way to avoid advarse drug raaatlons in oldar patiants is simply to 
raduce tha sffiount and number of drugs thay take . This My be aecom- 
plishad» to some degraai by m coordinated system of geriatrla oarai so 
that each physieian is aware of all drugs, both presaribed and OTC drugs, 
that the patient is currantly taking* Mother way of kaeplng traek of 
the numerous prasarlption drugs an older person takes is by fmlistliig the 
help of tha pharmaelst. Numerous pharmaelas have installed eomputer 
systems whieh allow the pharmacist to monitor drugs prescribed to Indivi- 
dual patients and to Identify possible cross reactions among these drugs. 
Unfortunately people do not always go to the same pharn^cy* 

Perhaps the best approach to reducing the numbers of older women who 
misuse drugs Is to Increase tha level of eonmunlcatlon between women 
patiants and health profassionals* Unfortunataly , comnunlcatlon Is often 
hampered by the nfigatlve sterotypes that physicians and other health care 
personnel may hava of older women and by the tendency of physicians to 
discourage woman from asking simple quastions about drug use. Women 
thamselves ara often reluctant to ask questions and harbor stereotypes of 
physicians that pravent tham from aiaertlng their rights to Inforfflation 
about the medications prescribed for them* 

Cara for geriatric patients posas othar problams that may lead to drug 
misusa* Tco often, an older woman may see more than one doctor for the 
same ailment with neither doctor or patient kaeplng track of all 
medications that have been prescribed* 

Clearly, improved comunlcations betwean older women and health care 
providers, particularly physicians, will require a two-pronged approach. 
Health cara providers must strive to give drug information in a way that 
is readily understandable by older women. Thmy must also develop sptelal 
sensitivity to patients who are confused or who have difficulties with 
language. For their part, older women must learn to be more inslgtent 
about getting exact directions for the use of prescribed drugs and must 
make sure that they follow these directions precisely* 

A flMl facet of drug misuse in the older person is the drug itself. 
When a drug is tested for safety and effectiveness, its appropflate 
dosage p desired frequency of use, and potential side effects are 
determined* aysicians rely on these standards In prescribing drugs for 
their patients* Some drugs used by older persons have not been tested 
extensively In this population or in women* The food and teug Administra- 
tion is currently working to establish guidelines that will enable drug 
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companies to develop appropriate prococols for testing drugs in the 
elderly* 



Mental Health lesues 

Throughout the life spang the Interrelationship of physical and mental 
health is spparent and well doeumented in the research literature, ^ia 
interrelationship is partlGularly evident in the aging population* The 
atudy of interaetion of psychosocial stress and health and aging over the 
life eoura^ are both Inherently interdisciplinary and are eoncerned with 
the interplay of social, psychological , and biological phenomena in 
determining human behavior and function. Much of the last two decades of 
research on aging shows that social p psychological and even physical 
functioning do not invariably decline with age- Continuity between early 
and later stages of life is greater than often believed , and most people 
over age 65 (or even age 70) exf^^erlence little or no significant decrement 
in physical^ psychological , or social functioning (66), Variations by 
age in mental health, other than organic disorders, are not as clear » 
consistent, or regular as changes In physical health. Prevalence studies 
of various psyehologlcal disorders have failed to find consistent rela- 
tionship with age, especially during adulthood, although at very old ages 
(beyond 75) certain mental disorders, such as senile dementia, are 
pronounced (66)* 

Despite the fact that our knowledge about the biological, psychological , 
and social processes associated with aging has greatly Increased in 
recent years, the understanding of the mental health problems of aging 
remains diffuse, particulate, and uncoordinated (67)* Incidence and 
prevalence studies are beginning to yield valuable data and there does 
not appear to be any significant difference In the occurence of mental 
health problems between older men and older women. 

There are no alcohol, drug abuse, and mental health (^H) disorders 
unique to older women. However, there are several disorders which are 
more prevalent in, or affect older women differentially or both, 
primarily due to demographic and socioeconomic situations* In the most 
comprehensive text on mental health concerns of aging (67), there are 
only 11 references to ^'gender*' or "sex roles** as a factor in mental 
illness morbidity, diagnosis, treatment, or utilization of services* 



Depression* The most common form of mental disorder in older women is 
depression* There is a wide range In the estimates of the occurrences of 
depression among older populations — from an incidence rate of 10 to 65 
percent for mild to moderate severity and 1 to 3 percent for serious 
depression* 

Depression is not always easy to diagnose and the disorder Is frequently 
confused with dementia | adequate assessment and accurate diagnosis are 
critical factors in early intervention. Certain medications that an 
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oldeF woman might tmkm ean also affect her mood. For Instanee, reserplne, 
a drug used to treat hypertenslOQ, sometimes causes depression. In other 
eases f where several medleatlons are taken at the same time « the combina- 
tion of drugs ean eause nood changes* 

Depression is a trsatable illness. However, only 25 percent of those 
with a level of depression serious enough to require treatment ever seek 
help (68)* Among the older populations « failure to seek t treatment is 
more prevalent for a number of reasons. Often depression is misdiagnosed 
as senility Corganlc brain syndrome) or is mistaken for the everyday 
problems of the aged (68). Depression is frequenfily accepted by the 
elderly themselves as normal or as a eondltion about which they can do 
nothing. Symptoms of depression are often attributed to physical 
problems; in fact, depression and physical health problems are frequently 
so interwoven in the elderly that each aggravates and compoucds the 
resultant disability of the other* 

fteatment of depression in the elderly must be handled with particular 
caution (especially if antidepressant drugs are prescribed) because of 
possible complications from treatments they may be receiving for physical 
ailments. However, accurate diagnosis and adequate treatment can result 
in relief of the disabling symptoms of depression. In a PHS report, 
"Older Womeni Wscontinulties and Gontinuites** (69), a section on 
treatment of depression discusses the role of psychlatryi 

"Receat developments In psychiatry also have resulted in 
improved treatment of depMssion, Including psychopharmaco- 
logic and psychotherapeutic Interventions* However, the 
cutoff age for comparative studies of these therapies la 
generally age 60, and often even age SO*... One reason for 
''this age llmltatiom is that the accompanying medical 
problems common In older patients require close monitoring 
of side effects. Therefore, many questions remain: is 
pharmacotherapy equally effective in the acute and chronic 
treatment of the depressed elderly? Do older people 
require different dose schedules, as has been suggested? 
Wky are the depressed elderly less frequently offered 
psychotherapy? Is there any evidence that psychotherapy 
is less effective for older people? What about the role 
of self-help and support groups? ^rtalnly the loss of 
social supports through death and changes in roles and 
living arrangments, would seem to make psychotherapy 
extremely Important In this group* Family genetic studies 
need to be reviewed for cohort effects*" 

The close Interaction between mental and phynical health is particularly 
evident in older women who are depressed. Depression can lead to social 
isolation or wlthdrawl or both, as well as Insttention to basic nutrition 
and ssnltationp thus causing physical decline and confusion. Depression 
can also lead to Increased reliance on sedatives and alcohol consumption. 
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The literature Indicates that there are sex differences In terms of 
prevalence of depression, and both sex sod sge differences In types, 
severity, and symptomology of depression-. Causes of these differences 
renain unclear. " "'-^^ 



Suicide. The possibility of suicide Is the oost eoamon eomplleatleo of 
depression. Currently available statistical data (70) show that suicide 
aBOOg the elderly seems to be prlmsrlly a problem of White males and one 
which rises precipitously with age. towever. ontolng studies of women 
may begin to show that more women than men suffer from depressive 
iSfi? attempt (but do not successfully complete) suicide. In 

tJS ! suicide for older Americans ranged from 15.9 per 

100,000 in the 55 to 64 age group to 19.7 per 100,000 in the 75 to 84 aae 
group and 17.2 per 100,000 In the 85 years and older age group (Is 
compared with the general rate of 12.5 per 100,000). while the White 
population over 50 comprises 23 percent of the total populatfon? 40 
percent of the total suicides are In this group. White males over SO 
comprise 10 percent of the total population and are responsible for 30 
percent of the annual suicides , 

Based upon what Is now known about suicide, a trend analysis (utlllzlna 
data from the 1970's) indicates that the following per unit of Increases 
In suicide will occur into the decades of the IfSO's and the 1990'b: In 

^'^"P * 1* percent Increase for both 

sexes I a 17 percent for males and an 8 percent for females. In the 75 
to 80 years age group, there is an 11 percent Increase projected for both 
seses (males 18 percent, females 14.2 percent). 

The problems of the elderly which are major risk factors for suicide 
Include: unrecognized and untreated affective disorders. physical 
Illness, the general stresses of aging, bereavement, and isolation. 
General preventive measures are needed Including better Identlfleatlon of 
mental and physical disorders (primarily affective disorders) , changes In 
current negative social attitudes toward the aged, and dissemination of 
Information on suicide and depression to lay people and professionals who 
sre In positions to provide help. 

As mentioned, a major risk factor In this already high-risk population is 
bereavement. There is an Increased risk of suicide in the surviving 
spouse for four years after the death of a partner. In the first year 
after the death of a spouse, the relative risk of suicide Is 2.5 times 
greater than In the general population. In the second year. It Is 1.5 
times greater. Given the demographics of the aged population, the fact 
that husbands tend to be older than their wives, and Lies in generll die 
at an earlier age than females, bereavement over loss of siouae Is a 
greater problem for women than for men (70 percent of women over age 75 
are widows compared with 20 percent of men In the same age group) (71). 

It is alamlng to learn that physicians had seen 50 percent of elderly 
suicides within the week prior to the event and 90 percent In the three 
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months prior to the suleide. Clearly, physielans and other health 
profasslonale need training In Identifying clues to pre-BulGldal 
behaviors and in developing Improved methods of intervention^ 

The elderly have been largely ignored a population for planning 

studies of depression and auicide even though the possibility of suicide 
inereases with age* Issues of assessment ^ diagnosis, treatment/ and 
prevention of suicide and depression among the elderly need to be 
systematieally studied « 

Sub-populations among the elderly , such as Blaeks, Hlspanics, and ^ians 
and have also been virtually Ignored as far as eollecting any meaningful 
data on suicide. Thm National Center for Itealth Statistics (NCHS) has 
only recently. begun to collect information on any of the disadvantaged or 
minority group populations in any age group in this area. Epidemiological 
risk factors related to physical and mental health of minority group 
populations have not been firmly established. tops In the data which 
have been gathered are so striking as to render the information obtained 
virtually useless. 

According to unpublished data of the KCHS, In 1981 comparative suicide 
rates for men and women per 100,000 population were i 
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i€bl£ophrenia« Initial onset schizophrenia in older woof^n Is relatively 
Infrequent. Until recently ^ clinicians avoided making a diagnosis of 
schizophrenia In persons beyond the age of 40 or 50 (67). Paranoid or 
other delusional B3nnptoms were diagnosed as organic In causation. In a 
1940s study the term paraphrenia was used to describe schizophrenia-like 
symptomology ^araq^erlzed by paranoia occurring initially of the .age of 
fifty. 

Up to the age of 35, schizophrenia occurrs more frequently In men. After 
that age the disorder is seem laore often in women (67). 

Causes of schizophrenia In late life are as little known as are the 
causes of this disease In younger populations* While there appears to be 
a slightly higher Incidence of late life schizophrenia in siblings than 
In the general population^ there Is no evidence that the disease is 
simply a matter of inheritance. 

Since the advent of psychotropic drugs ^ the outlook for treatment and 
management of paraphrenia has improved. There are no accompanying 
physical problems with paraphenla per se . Side effects of the drugs pre 
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the major complleatlons In treating elderly women with psychotropic 
medication, and careful monitoring of the patient Is esnential. 

Benllm dementia. Senile dementia Is not a normal part of aging and ±m 
not a condition that Invariably occurs in later life. (See paper on 
Alzheimer's Disease in this report). Mthough only about 5-6 percent of 
older persons develop senile dementia, this Is a significant number of 
people, for a disease that is devastating to the victim and his or her 
family* More women than men are victims of senile dementia because there 
are more vomen than men over age sixty-^two. 

Alzheimer's disease^ the most commoh form of senile dementia * is 
discussed in chapter four and is discussed here only to emphasize the 
need for careful assessment of the older woman whose condition may be 
diagnosed as dementia. I^ny other conditions , both physical and mental, 
can mimic senile dementia at its various stages. It Is essential that 
psychological J behavioral , and physical changes In the older woman be 
carefully evaluated to avoid erroneous diagnosis and inappropriate or 
negligent treatment* 

The onset of senile dementia is generally slow and gradual, and there are 
no definitive physical, laboratory , or psychometric diagnostic tools as 
yet. Elimination of other possible causes Is the current diagnostic 
procedure. In contrast sudden mood, cognitive, behavioral, or physical 
changes in an elderly person are generally Indicative of an acute 
condition (such as injury or neoplasm) and prompt medical treatment is 
indicated * 

Memory loss, confusion, disorientation, and physical decline are all 
s^ptoms of senile dementia. They may also be symptoms of depreaslon, a 
treatable mental disorder, discussed earlier in this section. It should 
be noted that depression Is frequently concomitant to dementia, parti- 
cularly In Its early stages when the victim is aware of her nongnltive 
deficits* Proper treatment of the depression can lead to relief of those 
symptoms and a temporary improvement in congnitlve function and behavior. 



Organic brain syndroMs. Senile dementia Is one of the most over- 
diagnosed and misdiagnosed disorder. Part of the problem, already 
alluded to. Is that the symptoms of many other disorders, espacially head 
injuries and conditions which cause Irritation to brain tissue, resemble 
those of senile dementia. The crucial difference though. Is that many of 
these disorders may be reversed or cured with approplrate treatment. 
Conditions that bring about abnormal and identifiable changes In brain 
tissue are called Organic Brain Syndromes (OBS). OBS represents a broad 
category of diseases and includes senile dementia. Other OBS disorders 
that have symptoms similar to senile dementia, but which, at the same 
time may be reversible, include the following i 

• trauma — -Injuries to the head* 
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• Infaetloni^espeeially f iral or fungal infections of 
the brain* 

e metabolic—thyroid problems, nutritional def icienQies, 
anemia 89 e t ea t era • 

• drug side af f eets^^wrong dosages of drugs or combina- 
tions with certain other drugs which cause adverse 
side fiffeetsi also alcohol » 

m tOKlc reactionB--^carbon aonoxide » methyl alcohol , 
etcetera. 

• circulatory disorders'^^strokes, heart problems « 
etcetera « 

• tumors^-^any type within the skull « 

m neurological disorder s'-^ormal^preseura hydrocephalus , 
multiple sclerosis 9 etcetera 

In addition to organic brain syndromes , several functional psychiatric 
problems may also be confused with senile dementias h classic example is 
"pseudo^dementiai" a severe form of depression which 1 in the elderly » 
appears identical to senile dementia, but unlike senile dementia it can 
be reversed if treated appropriately (75) m 

MantAl health sarviae8» Mental health care is one of the most neglected 
health needs of toericans* In a recent hearing before the Senate Sub- 
committee on Aging of the Labor and Human Resources Coimlttees AleMnder 
Fleming, former Secretary of the Department of Health, Education and 
Welfare stated, "that despite evidence that the mental health problems 
experienced by the omjarity of the aging population can be effectively 
treated and reversed, this population is not receiving appropriate mental 
health care.'' 

Mental health care and services for the older woman are provided in one 
or more of four settings 1 home, short-stay hospital, long*^ter^ care 
facility ^ or state mental hospitals The nimber of mentally impaired 
older women baing cared for at home by family members is unknown; 
however, since 95 percent of all persons aver age 65 are living in the 
comunity, even a conservative estimate of 10 percent who might require 
casmiunity^based mental health services yields over 2pOOO,000 potential 
clients • 

Tarn President's Commission on Mental Eealth Task Panel an the Elderly » 
found that the elderly arej ^unserved, underserved, or inappropriately 
served." Community mental health centers (OHHC's) are the primary 
community based treatment resource | however, while the elderly comprise 
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11.7 pereant of the total population! they eomprise only ^.O parcant of 
the recipient 8 of aer^ica from the CMHCs. ^cplanatlons for this Include i 
failure of the elderly themselves to racognlEa iiymptoms as problems 
related to mental haalth| ignorance about availability of services; 
stigma associated with utilliaclon of services | inaccessibility of 
services I fear that seeking services will lead to Institutionalization | 
failure of GMHC staff to be sensitive or knowledgeable about special 
needs of th^ elderly. 

In the private laental health care sector , care for the elderly Is almost 
non existent • Psycholoilsts and psychiatrists are often unwilling or 
feel unprepared to treat elderly clients # Only 2 to 5 percent of private 
psychiatric services are devoted to the elderly (76)* 

Similarly, on the psychiatric services of general hospitals, the popula- 
tion of those 65 years or older is underrepresented » although they are 
over-represented on the general medical-surgical services « Possible 
explanations for this phenomenon include the fact that sudden | acute 
psychotic episodes that usually trigger psychiatric hospitaliEafcion are 
less frequent In the elderly than In younger persons , and exacerbation of 
chronic problems frequently accompany physical ailments which are treated 
medically, not psychlatrlcally • Gomunlty hospitals are traditionally 
structured as If Illness which requires treatment is either physical or 
mental. Few of these hospitals are set up to treat both^ In the elderly , 
phyglcal and mental health problems frequently co-exist and one or the 
other goes untreated or is inadequately treated. 

Nursing homes (skilled nursing facilities and Intennediate care facili- 
ties) have replaced state mental hospitals as the main institutional site 
for the elderly who are chronically mentally 111. More than ©ne'^half of 
the lp300,000 nursing home residents (5 parQent of the elderly population) 
have a chronic mental illness (including senile dementia) and 90 percent 
are classified as disabled for mental reasons (77) « Thm average age of 
nursing home residents is elghty^four. lighty-^slx precent of all 
residents are over age 65 and 90 percent of these are over age 75 1 72 
percent of nursing home residents are womens TOere are no full'^tlme, 
board-certified psychiatrists in the 23,000 licensed nursing homes in the 
United States. Thm educational level of all personnel In long-term care 
facilities is generally below that of either general hospitals or state 
mental hospitals , with annual turnover rates approximately 75 percent. 
Specialised mental health training is rare. It is clear that the mental 
health needs of older women in nursing homes are essentially unmet. 



Summary and Contusions 

The prolongation of life presents a new variety of health and welfare 
problems. Studies have shown the aging person Is, in general, confronted 
with a relinquishing of social roles and relationships, increased social 
isolation, decreased income, anxiety over possible loss of health, and 
possible incapacity (78). These changes occur at a time when the older 
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peraon's rgsources may be rapidly dacllnlng and dependeticy Increasing. 
As a consequenee, the care of the aging and partleularly the aging who 
aire 111 Is becoming the responsibility of organized society. 

AlmoBt one-third of the total national health care expenditures are 
aecounted for by the elderly. While both sexes utilize health care 
services more with advancing age, elderly women have a greater utiliza- 
tion rate. The elderly have more ""bed disability" days, twice as many 
hospitalizations that last twice as long and visit physicians 50 percent 
more often than young people (79). 

Since women have more chronic diseases , live longer than menp and have 
lower mortality rates for most causes of death, they need a comprehensive 
range of health care services (80). Accordingly, the use and availability 
or health services for older women need to be eMmlned, 



laqulrements for tha development of services* In comparing the health 
needs of different age groups of older women, there are sharp differences 
between those 80 years or older and those 60 to 69 years of age. Avails- 
able services should be fully developed as a continuum based on models 
related to the need for care. Services must range from simple Infomatlon 
about how a woman can help herself to dlreet health care aid for more 
serious health problems. 

In the development of services, distinctions between needs resulting from 
life styles and those caused by the process of aging must be considered, 
as well as the Interplay of biomedical, psychological, and social factors 
affecting health of older women. Older women are far more likely than 
older men to live alone, and often lack adequate support systems. This 
Isolation makes the treatment of physical and mental Illness more diffi- 
cult. It nay also be a precipitating factor related to the Increased 
nmber of women who are Institutionalized. Older women in poor health 
find it more difficult to stay in the comunity since they have fewer 
social and financial resources than men. They also have more functional 
limitations, and more problems with daily living which contribute to 
Institutionalization, 

Service providers need to assess the kinds of personal and social 
supports that give older women the option to remain in the hornet and 
maintain autonomy, while receiving the care they need. Studies have 
shoTO that, given appropriate services, many elderly women can manage 
successfully at home. 

The utillMtlon of health care resources by elderly women will be 
examined mainly through the use of three major health eare settings i 
physicians' offices, hospitals, and nursing homes. Data for this review 
were obtained from three sample surveys corii^cted by the ftitlonal Center 
for Health Statlstlcsi the National tobulatory Medical Care Survey, the 
National Hospital Discharge Survey and the ^tional Nursing Home Survev 
(81), ■ 
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WiC number of older women surpasses that of men In utilizing varioui 
types of short-tera eare (visits to physician' e of flees, ellnlegp 
dentists and drugs) • Thmy have more aeute and Qhronlc oondltlons than 
older men I and seek health care earlier than menp (more often In the 
Hiiddle years), vhlah may reduce their rate of deterioration and Increase 
their life expectancy. Elderly men seek less preventive care vhlch may 
be why they have higher morbidity rates. The number of hospltaliiatlons 
and the use of hospital resources are higher for elderly men because they 
are more seriously ill when they are admitted to hospitals. 

Bie private physicians' offices Older women seek care most frequently 
in physicians* offices* Treatment in physicians' offices is most likely 
to be for chronic conditions such as hypertensive disease , heart disease, 
diabetes p and osteoarthritis. In 1978, the national average was 3*2 
physician office visits for each female in the civilian noninstltutlonal- 
ized population of the United States. For women 65 years of age and 
older the rate was 4.2 visits per person. Visits for older women who 
were Black or members of ether ethnic groups j however » were less than 
those by White women. The number of diagnostic tests and therapeutic 
services performed fe^- women did not Increase for elderly women over the 
number perfonied for all ages of women* although the nature of the tests 
changed; l.e*^ vision tests for older women. Pap tests for younger women. 

ihort^stay hospitals* Use of short^stay hospitals by older women Is 
usually for episodiis of Illness requiring acute medical care (chronic 
Ischemic heart dls&'ase, congestive heart disease p and cerebrovascular 
disease) or surgical Intervention (malignant neoplasms, fractures, eye 
surgery). White w^men had shorter hospital stays than did Blacks and 
other women In ethnic minorities* The latter were more likely to die In 
short^stay hospitals. These patterns of use may result partially from 
the tendency of Blacks and women of all other ethnic groups to delay 
treatment until later stages of illness as well as because of problems of 
accessibility to services (10b) . 



Nursing hoties* A hospital stay may be followed by a stay In a nursing 
home for the older woman. This Is particularly so for elderly women who 
have few social and financial resources on which to rely* Older women 
also have more functional limitations, and thus more problems with dally 
living which contribute to Institutionalization* Unlike elderly men who 
are more likely to have a spouse to care for them at home after a 
hospital stay, older women often have no alternatives to institutional 
care. 

Seventy one percent of residents in nursing homes are women and most are 
over age slKty^flve* Women in nursing homes are sicker and have more 
disabilities than older men. They are less able to take care of their 
personal needs (bathing, , dressing, toileting) and they have poorer 
functional status because of their overall older age. The major condi^ 
tlons which old women In nursing homes present are arteriosclerosis. 
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fienillty and chronic brain syndrome, and incontinence, all of which 
require continuous nurBlng Bervlcea. Vhltm women are more often reeidentB 
of nursing homeB than are Blacks and otherB (lOc). 

The need for long term care (LTC) ■ervlceB Is expected to grow dramati- 
cally In the near future In the United States. The most drMiatlc changes 
In population will be among thoBe 85 years of age or older who will 
increase at a rate of 18 percent or greater every 5 years between 1980 
and 2000. The projected need for increased LTC services Is pro^ -fed on 
the increased nunber of the very elderly but also on the . r of 
elderly having disabllltleB. Elderly women dominate in both groups.' The 
complex interweaving of health and Boclal factors both in the causes of 
disability and in its management, necessitate that long-term health care 
be provided in the context of family, community and cultural Ufa 
patterns (82), 

Utilitizatlon of health care resources per capita among the elderly can 
be expected to Increase because of the increase In the educational and 
income level of the elderly and their IncreaBed participation in broad 
health insurance plans. mese changes will tend to lead the elderly to 
seek more comprehensive and technical health care services and to rely 
upon complex public and private Institutions. 

Studies have shown that given appropriate services, many elderly can 
manage successfully at home. In fact, states are finding it easier to 
obtain waivers from the Federal government to implement innovative 
cost-eontalnment strategies such as plans Co pay for home and coianunity- 
based services for the elderly as alternatives to nursing home care. 
Some of these alternatives are described below. 



Day care centers. Day care centers are primarily social programs for 
frail, moderately handicapped, or gllihtly confused older persons who 
need care during the day or some part of the week. mis type of care 
provides relief for the families of older individuals yet allows the 
older persons to live at home (83). 

Hoaemaker-home health Bervlcee. Since the passage of Medicare 
homemaker-home health services combined with health aid services have 
expanded, but they are still not as extensive as needed. Both provide 
preventive and treatment services yet permit the aged to live In their 
own homes. In the United States In 1976 there were 28.7 of these 
homemakers per 100,000 people (84a). 

Homemaker services are provided by mature, trained women with skills both 
as homemakers and in personal care. They operate under the general 
supervision of a social worker or other appropriate health care 
professional. Home health services generally refer to personal care 
services f jr a patient and may be used to Include some of the services 
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perforaed by a hoaemaker* Komeaakar services may be used by the aged 
regardless ©f Income or social status* These programs ^ however^ are In 
ehort supply and distribution Is poor. Some geographlG areas of the 
country and large sections of the population have no such services 
available at all. Khlle there have been some evaluation and cost benefit 
studies conducted to determine whether these types of programs are cost 
effective 8 i.e., help delay, postpone , or eliminate the need for Instltu^ 
tionallEatlon I results so far are by no means conclusive (84b). 



Self'care* In an effort to prOTote more efficient and economical use 
of primary care facilities i ^elf^care programs have been developed and 
initiated for the elderly, especially eldarly females. The self'^care 
programs are based on the belief that training the nlderly to prevent^ 
detect, and treat comaon illness and injury would reduce the demands 
placed on primary care resources. Another goal of such programs is the 
promotion bf a high level of "wellness*" Self^care programs for older 
women challenge existing sterotypes of older women as hypochondriacs. By 
taking more responsibility for their healthy older women would change the 
image of being helpless and dependent ^ one of the manifestations of 
ageism and sexism (SO). 



Cost of services* The poverty j^ate among the elderly is presently 
lower than in 1970. Much of the decline occurred in the early 1970s. 
However, the poverty rates for the elderly increased In both 1979 and 
1980 before falling back slightly In 19^1. Factors contributing to this 
high rate Include the increasing number of elderly single women In the 
population and the number of those who live alone. In 1981 , 15,3 percent 
of the elderly (about 3,900,000) had Incomes b.-low the poverty level. 
Even if the poverty rate declines by one-fifth (to 12.4 percent of the 
elderly) by 1990 the absolute nimber of elderly persons living below the 
poverty level would be no lower than in 1981 (85a). 

Rising health care costs have caused the elderly to spend an increasing 
share of their resources on health care expenditures despite almost 
universal enrollment in Medicare. The average eKpendlture of elderly 
individuals for nonlnstltutlonal health care was over 11,000 In 1984, and 
this amount will be even higher for those In poor health* The groups 
among the elderly most likely to be poor and to have large health care 
costs are often those with the greatest need for home-based services* 

Federal support for the care of the elderly who are moderately disabled 
is provided through Medicare and Medicaid* Dependent care, as discussed 
here. Is defined to include the services which would help the elderly 
remain In their homes rather than being institutionalized. The services 
include housekeeping and homemaker services, home-delivered meals, and 
respite and adult day care services to relieve these who care for the 
elderly. Not all of these services are home^based, nor are they 
available and used by all disabled elderly who need them to remain at 
home. 
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The deniand for dependent care services for the elderly will Increase In 
the next decade or so based on deTnographlc , economic^ and social changes 
that are occurring* The Increase In demand for such services will be 
affected by an Increase in the number of the elderly over 80 years of 
agfip the nuttber of female elderly living in poverty, the increased 
proportion of women living alore or, with someone other than a spouse, 
and the reduced availability oi family members (mostly women), who now 
work, to care for dependent elderly persons. 

Two issues that arise relative to dependent care of the elderly are that 
the dependent are difficult to identify and current definitions of 
dependency and need for care among the elderly may be unreliable since 
they are generally based on self =raported information • 

In the development of a Federal Initiative related to dependent care of 
the elderly, according to a recent Congressional Report (85b), limitation 
of support to those who were truly needy and dependent would have to be 
specified in order to avoid a rapid escalaticii of .-osts (In an entitle- 
Mnt prograa) or a mlsallocatlon of limited funds (in an appropriated 
program). A large number of the elderly live alone, while others live 
near relative or others close to them. The needs ar^ different. 
Accordingly an initiative would have to be designed in such a way as to 
avoid incentives for the elderly to alter their living arrangements and 
CO substitute public care for care initiated by the elderly themselves or 
by their relatives. 

Access to fcealth eare. Older women often face problems of access to 
health care* Because a great number of older wcmen are poor, they often 
live In areas with few health providers and have to travel long distances 
to aecure health services. They may face other barriers to access of 
health carei cultural differences, an inability to speak the language, 
and a failure to identify a source of care to use if needed. According 
to the Institute of Medicine, access to care may be further restricted 
for racial and ethnic minorities because of discriminatory practices (86). 

As a result of the National Medical Care UtlllEatlon and a^penditure 
Survey, more Is known about aspects of access to health care among 
noninstitutionalized elderly people who reported being covered by 
Medicare. The regular source of care for 3 out of 4 of elderly Medicare 
beneficiaries was a physician's office, while, for 9 percent, the regular 
source was a hospital outpatient clinic, (this excludes emergency room, 
health center 5 or clinic"). There was little difference, if any, 
regarding age or sex in the distribution of such regular sources of care.' 
However, Blacks were more likely than Whites to have a clinic as the 
regular source of care (16 versus 9 percent). Of the elderly Medicare 
beneficiaries, 10 percent reported no regular source of care (females 9 
percent I Black 14 percent). The regular source of care was unknown for 7 
percent of the elderly Medicare beneficiaries (females, 7 percent- Blacks. 
3 percent). 



Ill ^ 50 



213 



EKLC 



Medlcara« Among the elderly Medicare beneficiaries reporting, faw 
stated barrier-relatad reasons (e-g*, cost too great) for having no 
regular source of care , Eighty percent of those who said they had no 
regular source of care identified the fact that they seldom gat sick as 
an important reason for having no regular source of cares while 24 
percent Idantlfled the desire to go to different places for different 
health care needs « 

Mora than 4 out of 5 (82 percent) elderly Medicare benef iclarias reported 
having some Insurance plan in addition to Medicare (67 parcant were 
covered by Medicare and a private insurance plani 10 percent by Madleara 
and Medicaid I and 5 percent by Medicare and some other cofflblnatlan) • 
Only 5 percent of elderly Medicare beneficiaries reported having one or 
more conditions which were medically unattended* One half of these 
related to access (transportations cost, or could not get an :ippointnent ) * 

A societal response to the growing needs of health care for the agings 
was the enactment of the amendments to the Social Security Acts In 1965 
by the Eighty-ninth Congress. The legislation Included health Insurance 
for those over 65 years of age and provision for intermediary care, or 
"extended care" as it Is commonly called. The concept of extended care 
grew out of recognition of a gap in health care services, particularly 
for the chronically ill awd aged, between acute hospital care and home 
care (87)* This concept stresses the need for the patient *s rehablll-- 
tation and restoration to the highest level of independence that is 
possible to attain through activities of dally living. 

Stereotyping* According to Heiple (80), the strong association among 
aging, chronic illness and poverty may be the basis for attitudes and 
practices that prevent older women from receiving optimal health care. 
Although It was hoped that Medicare would alleviate some of the financial 
strain of health care for the elderly. Medicare may also be contributing 
to such attitudes and practices by the quantity of paper work it requires » 
confusion, delay in billing, and restrictions on amounts of payment. 
Studies have shown that these attitudes are comon In medical students 
and in all other health professions. A number of members of the health 
care team have shown negative attitudes toward the elderly, A study of 
medical care of the aged in the United States has shown that such care is 
characterized by negativism^ defeatism, and professional antipathy. Two 
studies of medical and doctoral students, found that the students 
preferred not to work with older adults (88, 89). A study of nursing 
students also found similar preferences (90). This study, (90) which 
included various nursing personnel, i.e., licensed practical nurses, 
registered nurses, and nurse's aides, found that no one type demonstrated 
lack of stereotyped attitudes concerning the elderly but that the 
group were least willing to accept them. 

Many health professional schools, however, are trying to change these 
negative stereotypes found In their students, a recent New York Times 
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article (91) deserlbed a GercintQlogy Internship Program sponsored by 
Cornell Unlveristy Medical College In which students became Involved In 
the dally lives of their older patients. As one physician explained , 
"doctors need to change their mind--set and focus not simply on diseased 
organs I but on a person who exists In a social environment." Proper care 
for all older persons cannot be realized until health care providers 
develop this humanistic approach (88) . 

Another barrier to assuring that older women receive optimal health care 
say bfe seKism* SeKlsm in the health care system has been described as 
having both Individual and Institutional aspects. As recognised by 
Heiplei^ "Individual sexism is manifested by the attitudes of health care 
providers and by how they related to their female cllents| institutional 
sexism is evidenced by the lack of specific research funds appropriated 
for the study of chronic illnesses and problems of women" (80). 

Sexist stereotypes influence the medical profession to attribute illnesses 
and discomfort in women largely to psychological origins. On the other 
hand, women with certain problems that have psychological causes ( such 
as loneliness and poor self-image) which can be treated by nonmedical 
Intervantlons 5 are often referred to the health care services. 



Future Cohorts of Elderly Women 

This chapter has primarily addressed the concerns and health care needs 
of the older woman as we know her today. Historically the socioeconomic 
dynamics over time present new influences on the life style | attitudes 
and physical conditions for each generation (20). Chronic problems which 
appear earlier in life, persist over time. 

Today's elderly womanp aged 75 to 84 was born in the early 1890's* Many 
of her cohorts were recent immigrants into the United States, many 
suffered from contagious diseases rampant at that time, and many endured 
the Great Depression. For the majority of these women, their lives 
centered around the traditions of the female's role as wife and mother. 
This was a period of low fertility, probably influenced by many of the 
socloeconmlc difficulties resulting from the Depression. 

By 1900, sOTe interesting changes In the role of women In society were 
evolving. According to the Institute of Gerontology at the University of 
Michigan, 9.1 percent of WOTien were the breadwinners In their families 
(the percentages are over three times as treat for the Black woman of 
that time, 28*5 percent) (92). 

The cohort that will be in the 75 to 84 age group by the year 2000 
endured the traiimas inflicted by World War II and later produced the 
nmaerous children that cOTprlsed the "baby boom." Many women joined the 
work force to support the war effort, and to replace the men fighting 
overseas* Nearly 2 out of every 3 of these wraen were over 35 years of 
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age« Host were married and still regarded rearing their families as 
their primary life role and responsibility. Post-war America eKperlenced 
tramendous economic growth whieh considerably changed many lifestyles. 

The "baby boom" group will advance to their older years in 2020 to 2030, 
Women in this group are presently the fastest growing segment in the U.S. 
work force (92). Beeause of their participation In the work f creep they 
nay be subject to more of the stresses that currently affect mens ^nd are 
perhaps at risk for more of the stress^related diseases. Women of this 
cohort bring greater freedom in life^styles and flexibility In the 
traditional family roles and structure. While this cohort will contain 
the largest number of wraen than any time in U.S« history ^ these women 
are having fewer children and thus are at greater risk for spending their 
older years alone. However, since many of them will remain in the work 
force g they may have greater financial security than today's older woman. 

The children comprising the "baby boom" group are now about 35 to 40 and 
have generally lived well* They have benefited from major advances in 
medical sciences and health care delivery* They are exposed to more 
information about the adverse effects of drugs, alcohol, and smoking and 
the positive value of exercise, good diet and nutrition * and stress 
management. This group. In turni is influencing the health and lifestyle 
of their young children* In spite of their knowledge about healthy 
lifestyles, however ^ this generation has also been Influenced by a marked 
increase in alcohol and drug abuse. 

The wide variety of life experiences among these three different adult 
cohorts result in different risks and health behavior which, in turn, 
will affect their health profiles as they age. Improvements in environ^ 
mental conditions such as less pollution and less exposure to cancer 
producing elements should further reduce health hazards. Socioeconomic 
factors may affect policies governing work force participation, length of 
working time, and insurance coverage, thereby improving health status. 

The implications for health care delivery are clear. Women ^ over tlmej 
are engaging in more active roles in the outside community and they will 
experience fewer acute » illnesses and the long term effects of fewer 
chronic diseases. With the greater emphasis on health promotion and 
disease prevention, the qiiallty of their older years should also 
improve* Since more women are becraitig educated, they will be able to 
take on more responsibility for their own health care and will also be 
able to interact more effectively with the henlth care system. 

Perhaps the most emphasis in improving the health status of future 
cohorts of older women should be placed on the special populations of 
women (those in specific ethnic groups, minorities, the handicapped)* 
Because they started out bahlnd other groups of wOTen In many areas which 
affect their health status (language, education, finances, social stereo^ 
typing, accessibility to care etcetera), they need special attention to 
narrow the gap In health status that exists, and without positive Inter^ 
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ventlons , will continue to exist between them and the rest of the 
population. 



The Impaet o^Future Taehnol ogles 

One of the halltnarks of our society Is the Inereasltigly large role that 
technology plays in our lives. There is not doubt that the teehnologlcal 
advaneea listed below will permit great strides in both longevity and the 
quality of life for older individuals* While the prospeets for the future 
of health eare are exciting » they must be tempered by oonslderatlons of 
cost for many of these new technologies- In addition, technology cannot 
be eKpected to substitute for preventive health care in which consimier 
information and education must play principal roles. Host Importantlyi 
future technology will become a useful part of the health care scheme for 
the older Individual only when it Is coupled with a system of cmpasslon^ 
ate, sensitive, and coordinated care on the part of the health care 
providers « 

Teehnologles In Health Care for the Elderly 
Home Health _Care 

• Kidney dialysis 
m IV feeding 

• Cancer chemotherapy 

• Self ^diagnostics (blood sugar, blood pressure, occult 
blood, testicular & breast cancer) 

• Honltors for sleep apnea 

• Microprocessor regulated devices (pumps for delivering 
chemotherapy or Insulin j cardiac pacemakers, prosthetic 
devices, hearing aids) 

• Cardio^-respiratory monitors 

Diagnostic Tools 

• WIR coupled with monoclonal antibodies 

• Real-time Imaging capability for diagnostic imaglni 
devices 

• 3^D ultrasound 

• Halography lasers 

• Microchip "fingerprint" of patient *s health based on 
normal baselines for 30,000 to 50,000 proteins In the 
body 

• Digital radiography 

• Teleradiography 

• ^dlolimunoassay (RIA's) and EnE^e Immunoassay (EIA) 
based on monoclonal antibodies to detect Infectious 
agents, cancer, brain disorders « etcetera. 

• Monoclonal antlbodles-^as drug delivery devices 

• Genetic screening and potential therapy 

m Beam (EEG plus high speed COTputer and video monitor) 
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FunctlQnal Aids 



• Cemputerlzed prostheeei (llfflbs. hearing snd light aids) 

• Hone rabote or meehanleal limbs 

• Walking machines 

Therapeutic Aids 

• Prostheses for ousele, tendon, cartilage* bone* skin, 
blood vessels 

• llectronic and iDagnetic fields as healing aids 

• Vaeeines from recombinant DNA technology 

In f orma 1 1 oi\/ C omun i ca t i on 

® Computer programs on diet (93), nutrition* health 

promotion Ca*g** "Healthalde") 
m ComputarlEed health behavior modification (e.g.. 

Control Data, "Plato Stay-Well" Program) 

• Vldeotext shopping (shopping through electronic kiosk) 

• "Bmart-cards"-^plastic cards imprfegnated with micro- 
prDcessors to keep health records 

• "Electronic Cottage" — working at home via computers 
0 Picture phones 



Strategies far Progress 

To improve the quality of life for older women is a goal shared by all. 
In addressing the needs of older women (for the purposei of this report 
those over the age of 65)* the PHS should recognise the heterogeneous 
nature of this population. For example, the health needs of older wmen 
may differ according to the age cohort to which they belong (65-74, 
/5-84* and over 85) and may depend upon the ethnic or racial group to 
which they belong. The needs of the very elderly women whose risks are 
immediate and linked to long-term care issues differ from women in the 
65-74 year old group who may be chronologically old, but currently 
functioning at a high level until they experience health and/or economic 
deficits. Other variables can also affect the older woman's health: her 
educational status* ethnic or cultural considerations, socio--economie 
status* and geographic location. 

Information and education are critical aspects of any health promotion 
disease prevention strategy. Efforts should be developed to educate and 
inform women of all ages on issues of particular importance to their 
health such as, (a) nutritional and dietary needs (especially calcium), 
(b) reproductive Issues (i*e., STD's* contraception, menopause)* (c) vio- 
lence or abuse* and (d) exercise. 
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In addition I eo^unlty organlzatlone (ednsumeri gevernmantp insurance, 
health providers) oriented to women's health Issues should be enc^^uraged 
to aetlvely identify women's health concerns and develop an approach for 
addressing these concerns* Indeed , public health awareness compaigns and 
education programs sponsored by govBrnment, the medical comunlty, and 
comunlty organisations should be aggressively directed to women ^ 
particularly economically and educationally disadvantaged women* In 
particular 9 organizations and government agencies sponsoring major pub^I^ 
or professional conferences and conventions should ensure that women's 
health topics are included on the agenda and women Invited to attend and 
participate. Frofesslonal expertise » talent banks, and networks within 
organizations and government should be Identified and publicised as m 
resource for emploi^ent , recruitment , advisory committee membership , 
program planning groups | public task force memberships, and cu^isultancleS'v 

With regard to the Interaction between a voman and her various health 
care providers, the content of that Interaction Is an Important element 
of that woman's health care* Good corounicatlon Is a key component of 
that Interaction and FEB should work with health professional 
organisations to, (a) reduce the negative myths and stereotypes of women 
patients among health care providers, (b) Increase the level of 
sensitivity of health care providers to women's health needs and to 
encourage clear cosmunlcatlon as an essential part of health maintenance, 
(c), encourage women to ask questions of the health professional 
concerning her health needs, (d) assure that the health needs of minority 
women are met through Increased cultural sensitivity and awareness and 
use of native languages In the health care setting. 

There are niuierous research and program needs for specific health Issues 
of women. FHS should continue to collect and maintain an inventory of 
programs and research specifically related to women's health lesues« 
Such an Inventory Is critical to ensure that women's health Issues are 
considered in the research planning process and that current research 
needs in these areas are met. 

Data eollectlons nie Department of Health and Human Services (DRHS) 
funds numerous data systems which can be used to develop baseline data on 
the effectors of haalth In older women (e.g., socioeconomic factors, 
nutritional factors, drug/alcohol misuse, etc«) and successful aging In 
this pQpulytlon. Data gathered from each of the states and territories 
Is also critical for the establishment of this baseline information. 
Presently available data should be used to develop baseline Information 
on th factors which affect the health of older women. Steps should also 
be taken to, (a) assure coordination among Dros agencies, (b) determine 
the extent of present data on older women's health effectors, (c) define 
gaps in data, and (c) determine the types of longitudinal studies which 
should be supported to provide this Inforaatlon. Consideration should be 
given to developing a national collaborative data system to provide 
standardized baseline Information on the health effectors of older women 
with the participation of all states and territories. It is increasingly 
Important for the PES to continue to develop guidelines for. the clinical 
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teBtlng of new drugs In older women. Where appropriate, the cohort of 
older women should be Included In clinical trials for new drugs and 
compared with cohorts of either older men or younger women In those 
trials • 

With regard to resaarch, several topics are primed for new, continued, or 
further Investigation i 

• gender differences In longevity^ especially those 
factors which contribute to the longevity differences 
among racial and ethnic groups » 

• the cause , treatment , course , and prevention of 
disorders prevalent In older women^ 

• nutrition for older women Including the establishment 
of nutritional standards and requirements , minimum 
dally requirements for vitamins and minerals , the 
relation of food-drug interactions to good health, 

• the metabQllsm and disposition Cpharmacoklnetlcs) of 
drugs and alcohol with respect to age and gender. 

m the cost-effectiveness of different types of care 
settings (Including the home) for older women 
measured In terms ofi 1) cllent^servlce requirements- 
2) quality of life (social and health) | and 3) source 
of funding (public or private)* 

• development and refinement of diagnostic assessment 
tools to be used for a comprehensive physical and 
mental health evaluation of older women (Including 
nutritional status » functional status, psycho-social 
status, drug and alcohol use)# 

• various psycho-social factors ^mich affect the health 
of older women I 1) changing family structure and 
kinship patterns I 2) the consequences of retirement 
early or late in llfei 3) widowhood and bereavement | 
4) cultural and ethnic factors. 

• Alzheimer's disease and other dementias. 

• To better understand the cause, treatment, course and 
prevention of chronic conditions conmion among older 
women such as arthritis, osteoporosis. Incontinence, 
diabetes, cancer, depression, and paraphrenia (late 
onset sehlEophrenla)* These are the most disabling 
disorders which present the largest financial drain on 
the older woman and can affect quality of life and 
family relationships to the greatest extent. 
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on the safety and efficacy of estrogen tharspy and 
other treatment modalities for the management of 
menopausal and postmenopausal symptoms* 



m on a%areis€ and Its effacts on the medleal and 
physleal health and funetlonlng of tha older woman | 
including the devalopmant of appropriate exerclee 
programs for this population* 

• on the incidence of alcoholism and the patternfi of 
drinking in older women, and on the Incidanee of 
suicide In older women and the factors that contrihute 
to suicide in older women - 



Health profMslonals* Jm educational strategy for teachers » researchers 
and clinicians who are required to provide health care for the increasing 
mambar of older woman in the population needs to be formulated and 
Implemented promptly* lamination of curricula in health professions 
schools identifies that little attention is given to the older years of 
adult life* The following conclusions can be drawn i 

m There is a need to integrate geriatric and gerontolo^ 
glcal issues » particularly those of older women ^ Into 
every health profession school -s curriculum* 

• Provide intensive short term continuing education 
courses to update tha knowledge and skills of current 
faculty, particularly In the area of geriatric assess^ 
ment • 

• Stress the need for interdisciplinary collaboration In 
dealing with gerontological Issues by providing 
resources for that purpose* 

• Intensify racrultmant afforts among minority groups 
sinca the ntmber of minority elderly women is likely 
to increase dramatically during the nest decade and 
since minority groups are underrepresented In all 
health professions* 

• Support programs of clinical training in mental health 
and aging, and develop training sites for clinical 
experience with elderly women » particularly in the 
comunityp as well as in hospitals and nursing homes* 

Faraprafassionttls^^Cunlicensed direct care providers). niere is a need 
to continue to develop and provide technical assistance to devise 
continuing inservlce education programs for direct care providers of the 
elderly p aspeclally those In the following settings i adult day care 
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eantersi long-term care facllltlas, at homm^ mental health clinics, 
alcohol rehabilitation clinics , and coisBunlty health centers. 

PuUic Informatian mad education. lliere is a need to continue the 
development and provlilon of coordinated PES efforts which will stimulate 
and motivate women of all ages to be responsible for their own hQalth, 
especially toi 

• Be able to distinguish the physical and mental changes 
accompanying the normal aging process from those that 
would be considered abnoraal* This would Include 
dispelling certain popular myths about agings 

• Seek help from an appropriate health professional in a 
timely fashion, including preventive care, 

• Learn to coBmaunicate effectively with health 
professionals (asking the right questions, 
understanding health information). 

• Realise the importance of maintaining a healthy life 
style in disease prevention* 

In addition, successful service programs should be evaluated and efforts 
must be made to coordinate with private, state, and local goverments to 
translate these Ideas into effective public education programs (e.g., 
projects resulting from the National Channeling demonstration program 
funded by HCFA, such as Gateway I and ^teway II which provides a 
referral service for Maryland residents on all services available for the 
elderlyi FDA and Better Business Bureau anti-quackery program and the 
"Get the Answers" campaign on prescription drugs; NIDA "Passport to Good 
Health" booklet for the elderly to record all drug use)* 

PHS should work with associations for the elderly to develop public 
service announcements which dispel the myths about aging and older women * 
provide information on the effects of retirement on physical/mentai 
healthy emphasise prevention objectives and encourage women (and the 
families of those women) with alcohol, drug or mental health disorders to 
seek professional help. 

A comprehensive comunlty public education package which provides 
Inf oraation and direction to local health organisations for health 
promotion efforts would serve as a useful resource for elderly women and 
many community organizations and health practitioners* 

Provision of health services (such as home health care, community-based 
physical and mental health care) for older people » especially women, 
should be encouraged by cooperative efforts of the Federal, states local 
and private sectors. to effort should be made to coordinate public 
(e.g., PHS, AoAj HCFA) and state interests in establishing programs of 
respite and adult day care to relieve the chronic social Isolation of. 
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and (ExhaustloQ and depraBslon In two groups ©f women eareglvare: 
a) younger and middle-aged women caring for an older , chronically 111 
dependant In the homei and b) older women caring for a ehronlcally 111 
dependant of any age in the home. 

Private and public aasoelatlons should i (a) continue efforts to Involve 
older women In their volunteer activities and| (b) should continue to 
provide services for older women. 

Finally, there is a need for some coordination between government 
agenciea and the private sector to strengthen and improve health care for 
older women employees through existing mechanlslms such as the Employee 
Assistance Programs (EAFs) for older women employees or spouses p and in 
the area of pre-retirement counseling for older women < 
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Osteoporosis 



Ostaoporosls la the leading undarlylag cause of bona fractures In women 
after the menopause and in older persons in general (1). Osteoporosis 
means Increasing porosity or thinning of the bones of the body. It Is a 
eondltion In which bone mass decreases. As the bones become thinner, 
they become more fragile, and thus more susceptible to fracture. A fall 
or a blow that would not Injure the average person can easily cause one 
or more bones to break In a person who has advanced osteoporosis. 

Osteoporosis Is a serious public health problem, it affects as many as 
, persons in the United States. Each year in this country 

1,300,000 bone fractures are caused by osteoporosis in people 45 years of 
age and older. Of all fractures in the elderly, 70 percent are 
attributable to osteoporosis as the underlying cause. Of those who live 
to be 90 years old, one-third of the women and one-sixth of the men will 
have had a hip fracture (2). The economic cost to the Nation from 
osteoporosis Is large, having been estimated to be $3,8 billion dollars 
each year (3), 

Bone consists of an organic matrix containing strong collagen fibers 
Impragnated with minerals, mostly calcium and phosphate. Bone Is by no 
means a static organ of the bodyi rather, it undergoes continuous 
turnover during life. Certain cells, called osteoclests, reaorb bone 
producing tiny bone cavities | frtiereaa other cells, called osteoblasts, 
cause new bone to be formed, thue filling these cavities. Iheae two 
forces are closely linked to one another. 

The greatest amount of bone mass, called "adult peak bone mass," Is 
reached at apt«oxlmately 35 years of age. This bone masa is 30 percent 
higher in men than in women. Moreover, bone n^ss is 10 percent higher in 
Bla^s than in Whites, Within each of these groups there are individual 
differences of 15 percent. Nevertheless, in general, in terms of bone 
reserve. White women are at greater risk for osteoporosis. 

^ter reaching Its peak in young adult life, bone mass then declines 
throughout the remainder of life due to imbalances in bone turnover, la 
a cumulative sense, over these later years, women loose three times more 
bone mass than do men. This Is due to a very rapid rate of bone loss 
that occurs for the three to seven years after the menopause. Bone loses 
both its mineral content and It organic Mtrlx during this process. 
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The eilnlcai espmsslons of osteoporosis are bone fractures and their 
oompllaaClons. The major sites of bone fractures are the spine 
(vartebrae) p the hip (really the near end of the thJ.gh bone— the femur) p 
and the wrist (really the far end of the radius « one of two bones In the 
forearm)* ^e spinal vertebral fractures occur much more often In women 
and usually begin In late middle life. They may cause acute back pain or 
none at all, the fracture being dlsaovered In the latter instance during 
radiographic (x^-ray) esaminatlon. Very often the vertebral compression 
fractures develop gradually* They cause women to lose height, become 
smaller i and in many to develop curvature of the spine (kyphosis), 
producing the '^dowager's h\uap.** 

Hip fractures are even more serious. They occur largely In elderly 
people, in men almost as frequently as In women. According to the 
National Center for Health Statistics, In the mid-1970s, these were 
approximately 150,000 hospital discharges for hip fractures in the United 
States each year* In spite of advances In medical treatment , most 
patients do not regain full mobility and normal activity » and almost 20 
percent die within one year from complications (4)» 

The other major type of fracture— the fracture of the rartius near the 
wist— also tends to affect younger persons among the elderly and to 
Gcci^ much more frequently. It Interferes with the use of the arm for 
four to eight weeks | residual chronic disability Is uncomon. 

When the physician discovers that a person has a low bone mass by a 
routine X-^ay examination by finding a bone fracture after minor injury, 
he will want to evaluate the situation further to exclude other causes of 
metabolic bone disease* These are referred to as causes of secondary 
osteoporosis and Includes overactivity of the parath^old gland or the 
thyroid gland; prolonged use of cortlsone-l^e drugs | cancer ous Invasion 
of bone by multiple myeloma or metastases from other sites | and osteon 
malacla, softening of bone from impaired mineralization. Each of these 
conditions would warrant Its own special plan of management. Most 
patients » however » turn out to have primary osteoarthritis* 

Several methods, many of them new, are now available to measure bone 
density* Standard X-ray eMmlnatlon of the spine or e«remltles are the 
most widely used* Such X^ray examinations are, however. Insensitive 
Indicators I studies have shown that bone density must be reduced by 20 to 
30 percent before the disease can be detected on X*^ay* In spite of 
this» a siMTVey using spine x-ray examinations in women shows a relentless 
increase in osteoporosis with advancing age» with an osteoporosis rate of 
89 percent In women 73 years of age or older* The several methods for 
measuring bone density (photodensltometryj photon absorptiometry, neutron 
activation, computed tomography » etc.) vary In their cost, availability » 
tolerabillty^ and discriminating capabilities. 
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With reapeat to the quastloQ of risk faotorip women ase at greater risk 
for developing osteoporosis (than are men) becauae i«s discussed above, 
they develop less bone mass In early llfep and the late of bone mass loss 
is accelerated for several years after the menopause. Early menopause, 
aaturally or surgically Induced , Is a special risk factor. Whites are at 
greater risk than Blacks i this Is true for both women and men. People 
who are underweight are at greater risk for osteoporosis than those who 
are overweight* Immobilization , locally or generally , fosters loss of 
bone* Interestingly, weightlessness (as in space) causes excessive bone 
loss. Of special importance to women, especially young women, are recent 
reports that excessive exercise can cause osteoporosis by inducing 
amenorrhea. Calcium deficiency leading to impaired mineralisation is 
another important risk factor. The relationships of other dietary 
factors, such as magnesium, vitamins A and C, protein intake, and alcohol 
ingestion to osteoporosis are uncertain. Cigarette smoking seems to be a 
significant risk factor. 

Considering the many complex factors that regulate nori^al bone turnover 
(metabolism), such as hormones, vitamins, and specific growth factor, 
there are likely to be several causes of osteoporosis. Nevertheless, 
there seems to be two leading probable causes £ deficiency of estrogen 
and deficiency of calcium* 

Emphasis must be directed towards preventing osteoporosis before 
structi^al and functional defects develop. The hallmarks of osteoporosis 
prevention are estrogen replacement and calcium supplementation, 
^ercise and vitamin D may also be important. 

An expert panel convened for a National Institute of Health Consensus 
Development Conference on Osteoporosis on Aprii 2-4, 1984, concluded that 
•"estrogen replacement therapy is highly effective for preventing 
osteoporosis in women" (5). It has been shown to reduce the frequency of 
fracti^es of hips, wrists, and the spine. Protection can be achieved 
with low doses of estrogen. Estrogens are effective in preventing 
further bone loss even if started 6-year s after menopause* tte panel 
advised estrogens for women with ovaries removed before 50 years of age, 
and stated that estrogens should be seriously considered by women and 
their physicians for White women with a normal menopause. The duration 
of estrogen replacement should not be limited. Decisions should be made 
on a case-by*case basis* Thm panel discussed the risks and benefits of 
ostrogen therapy (with and without progestrogen) with respect to 
endometrial cancers breast cancer, and cardiovascular factors, as well as 
to osteoporosis. 

The daily intake of elemental calcium in the United States is 450-550 
mg. This is well below the recommended dietary allwance (RDA of 
national ResMve Council) of 800 mg daily. Thm panel found that the 
daily requirement for premenopausal women is 1000 mg of calclumi and to 
be 3J00 mg for postmenopausal women without estrogen replacement. 
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Therafore, the recommended Intaka for all adults should be Incraasad to 
1000^1500 mg dally # Major sourees of calcium are dairy products | an 
S^ounee glass of milk aQntaims almost 300 mg elemental calcium « For 
those unable to m^et the dally calcium requirement by diet, supplemen- 
tation with calcium tablets is recomended. 

Normal levels of vitamin D are needed for calcium absorption* People not 
receiving adequate sunlight, such as those confined to home or a nursing 
home I should receive vitamin D supplements, but no more than 600 to 800 
units p twice the daily rec^mnended Intake « 

Since inactivity and weightlessness both lead to accelerated bone loss* 
weigh tbearlng exercises such as walking or running are recommended. 
Swimming would appear to be Ineffective* 

Research Is currently proceeding along several different avenues to 
develop other agents or forms of treatment for osteoporosis* Agents 
under investigation include fluorides , calcitonin, calciterol , anabolic 
steroids, and biphosphonates* However, their efficacy and safety have 
not been determined • 
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Chapter Four 

Alcohol p Drue Use and Abuse ^ and the 
Mental Health of Women 



IiitFoduotlon 

lliere are many queetlona about the impact of alcohol abuse , drug abuaa, 
and mental illncse on women that have not been adequately dealt with 
particularly by scientific Invastigators^ Neverthaless ^ research data 
provide a point of departure and a perspective for eKamlning the ways in 
which these problems affect woman and man differantly. The following 
review highlights some of what le knoim and, perhaps more importantly , 
what is not known about those differences « Problems such as alcohol 
abuse » aleoholismi other drug abuse p and emotional and mental illness or 
both are not mutually exclusive* However p the manner In which data have 
been collected and services provided often make It convenient to examine 
each problem separately. In reality^ multiple drug abuse^^sually 
including alcohol~ls more often the rule than the exception, and the use 
of alcohol and other drugs in attempting to alleviate underlying 
emotional problems is coamon. 

Because there are so many comnonalltles in these three nominally discrete 
areas, a succinct review of each of the individual areas will be followed 
by a discussion of shared Issues. The shared Issues include i comnon 
causal factors and correlates, the relationship to women's roles In 
society. Interrelationships between substance abuse and mental healthy 
gender-related attitudes and practices of those who provide treatment 
services, and the special needs of women with respect to treatment and 
prevention. 

Evaluating the role that gender plays in substance abuse and mental 
Illness Is difficult because of limited amount of Information available 
on the subject* 

Research has often Ignored gender differences* Frequently, the Informa- 
tion available raises more questions than it answers* While there has 
been much thoughtful speculation and some careful research, the relative 
contributions of biology, acculturation and role expectations are usually 
not known. This report will highlight what has been done and will deal 
briefly with some of the barriers to treatment for women* 

It will not attempt to survey the literature dealing with the differential 
response to treatment of men and women. TOls Is an especially complex 
area. To deal with it adequately would Justify a detailed separate report 
outlining the many problems Involved * Assessment of the outcome of treat— 
ment Is difficult for many reasons. To the extent that gender differences 
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have bean taken Into account i the research findings have of ten been 
equlvDcal. PsychopharMCologleal research foeusing on sex^epecif ie 
response has begun to find evldenee that women and oen do differ in their 
responses to such drugs as antidepressants* But this research is only 
now receiving appropriate emphasis. Host earlier research focused on 
studies in men or simply Ignored possible differences between the sexes. 

Defining just what Is done in other kinds of treatment and how It differs 
when applied to women or men is often difficult. Much more than the 
gender of the therapist and the client or both is likely to be Involved. 
For example, the sensitivity of the therapist to gender differences may 
be more important than the gender of the therapist. toperlenced 
therapists may be more sensitive than the Inexperlenced^^regardless of 
gender^ The context in which treatment is received may be as Isportant 
as the treatment itself- Even the response to a pharmacological agent 
may be affected by the context In which the treatnent is glven^^as well 
as by biological differences between men and women » ^ciliary services 
such as vocational training , child care, or other types of assistance may 
be as important in determining therapeutic outcome as counseling directed 
toward the specific problem for which help is sought. 

Nevertheless y new knowledge about women's Issues and the psychology of 
women tm^ Important in modifying the therapist *s approach to patients who 
are female. This knowledge has rapidly increased, but is not yet 
systematically Included in curricula for training health professionals. 
The vast majority of persons now seeking such Infomatlon through 
attendance at professional meetings i continuing education^ and outside 
reading are women. But the majority of therapists are men. The need to 
incorporate new Insights concerning women and gender differences Into 
professional training Is increasingly recognised. Hevertheless, there 
has been comparatively little emphasis on this new knowledge In 
continuing education for professionals which le aimed at male as well as 
female therapists. If treatment is to be responsive to the needs of 
women, awareness of gender differences and of the changing expectations 
of women must receive appropriate emphasis at all levels of training and 
program development. 

^ this review underscores, there are few areas in which conclusions can 
be stated categorically and fewer Btill In which our knowledge of 
substance abuse and mental health problems In women Is more than 
fragmentary # Research on the psychosocial and biological causes of 
mental illness , alcohol and drug abuse and on how they affect on women's 
lives has only just begun. But Is Is becoming Increasingly evident that 
gender differences In physiology and development , and the cultural forces 
with which each sex contends must all be taken into account if effective 
prevention and treatment are to occurs 



Alcohol Abuse and Alcoholism 

Because even moderate alcohol use by women was stigmatized throughout much 
of American history, alcohol abuse and alcoholism have been traditionally 
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thought of as Qen-s problems. As dx-lnklng among womgn heaoe ^^C»e 
Boclally aceeptable, woaien'e aleohol pfoblemB also iBevltably lacreai^fed , 
Desplta this ehanga, the predomlnanea of male problM Wnkete #^^d 
alQoholles and the continuing stigma attached to aloohol ^tyii In f^^^^^n 
have marketly affeeted our understanding of female aleoMlim* C^or 
treatment approach and the willingness of women to seek ttiatnent h^v^m 
also been affeeted* A retlcenee on the part of reieareliMSj ellntcl^ii^a 
and women victims of alcohol abuse to acknowledge the problii adequdt^l-^y 
makes it difficult to estimate accurately Just how mAtiy veman ligv*we 
alcohol problems or the levels of use at which such proWiii maf ^^mm 
expected « 

Survey data on levels of use and of use-related problems sMmi women B^m^m 
almost certainly distorted , to an unknown extent , by the pnder^W&i^ed 
double standard of drinking that continues to prevail In toertca»« 
society* Despite these distorting factors, it is becootng teeailnglj^y 
evident that there are Important differences between the fesii that i^uitst 
be taken into account If alcohol abuse in women Is to be m^te iff tctl^tls^y 
prevented and treated. ^ ' 

Few research studies on alcohol abuse and alcoholls© h^ve lnclttd^& d 
women « Even when women have been studied, the number has tin been t^^e 
small for statistically valid generaliMtlons or compariioni. F^tn 
example, despite good evidence that genetic factors affect aJeohollstfi i^m 
males, the small numbers of females studied allow less cg^tiinty ag ftoo 
whether similar genetic determinants also make some women mOri vulnerah J^e 
to alcohol effects and to becoming alcohol^ependent . Oflly one etW^^ 
thus far has Included enough women to conclude that a four^f eld Incra^^^^ 
in the likelihood of alcohol abuse occurred In women who were adopted ^^^M 
whose biological mothers were alcohol abusers as compared tc those vh^#ft^ 
mothers were not (1). 

National surveys of alcohol consimptlon and research on alc^hel'i ef f i^^i m 
have rarely taken into account sex differences In body Wilglit and w 
water content which are known to play an Important role In the htgh^t ^ 
level of intoxication experienced by women when they drlfik the g^aja m 
amounts as do men (2). In the absence of *'hard" evidence, Chf iiiuoptidn la 
often has been made that women have the same problems with alcohol as do m 
men or conclusions are based on very limited clinical observdtionst 

Heightened awareness of women's issues during the past decade his led to ^ 
an exponential growth in interest in their alcohol protUii* Hia * 
willingness of prof^lnent women to '^go public*' In dlscuseliii thsir ©vfi ^ 
alcohol problems has also Increased the ability of others t© icknowladgi ^ 
their difficulties* these trends have led to a new warenesS of the nm^A 
for research focusing on the ways in which alcohol use--'*acd ^tuie'^^affact 
women differently than men and of women's differing treatment puds. 



Patterns and trends In alcohol use la voaen. I^tlonal surviyi consii^ 
tently Indicate that at all ages fewer women drink gilcohol thin do ©e^ 
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and that fchose who do drink consume lesi. A majofity of mmn drink at all 
ages* After age fifty* a majority of women do not. ^le "heavier" (14 
or more drinks per week) drlckere out number female "heavier*' drinkers by 
nearly five to one (If peroent versus 4 percent) in the 21 to 34 year old 
group. Kevertheless, the pereantage of females who drink heavily Is by 
no means negligible (from 2 pereent to 8 percent depending on the age 
group) and Is four times as large In the 35 to 49 year old group as It la 
among women over 65 (8 percent versus 2 peroent). M though the percentage 
©f women who drliik oontlnues to be lower than of men, this difference has 
diminished since World War II. toong high school seniors » the percentages 
of males aiAd fmumlBm who consumed alcohol at some time In the year pre*^ 
ceding any recent annual servey has been nearly identical almost nine out 
of ten* telly use Is, however, less than half as common among females 

While heavy drinking among those over 65 its presently uncommon (2 percent 
of women and S percent of men) ^ the percentage of the elderly, including 
women, with alcohol problems is likely to increase. Biose presently in 
the over 65 age group grew up In a much less peralsslve era than those 
who will be old In the year 2,000. Two categories of older problem 
drinkers have been identifledi 1) early &nset drinkers who have survi^ 
ved™about two thirds of elderly alcoholics » and 2) late onset heavy 
drinkers thought to begin drinking In response to such stresses of old 
age as retirement, loss of spouse or other loved ones, social Isolation, 
and phyalcal decline. 



Heightened effects of alcphol In women. Although there la little 
question that women consume less alcohol on the average than men, there 
is increasing evidence that when they drink at comparable levels they are 
likely to be more Imparled both acutely and chronically. 

Amutm If facts* The greater Intoxicating effect of alcohol In women 
compared to men can be explained by differences In total body water 
content between the sexes* Shortly after alcohol Is consumed, It becomes 
uniformly diffused In both extra-and Intracellular body water* Wien this 
has occurred^ tissue alcohol concentration is directly proportional to 
tissue water content (4). Those with lower total body water quantities 
(l*e. a wmller body water compartment) will have a greater tissue 
alcohol concentration* Smaller and fatter people have smaller body water 
compartments than larger or leaner » more muicular ones. Eecause of their 
higher percentage of fatty tissue, women have smaller body water 
quantities than men of comparable siEe* This results In higher blood 
slcohol concentrations In women. Moreover^ there Is evidence that women 
develop higher blood alcohol levels for given amounts of alcohol when it 
is Ingested at the time of ovulation or Just before menstruating (2). 

In one recent study when experimental data were adjusted to take Into 
account sex differences in body water content * significant differences In 



IV - 4 



232 



the amounts and time required to metabolise alcohol were no longer found 
(5). Similarly p when blood alcohol concentrations In both sen and women 
were held constant (at 0.10 percent) In an experimental settings alcohol's 
effects on body swayp hand steadiness and response latency were about the 
same In both se^es (6)« 



Chronic effects « Evidence that chronic alcohol abuse exacts a higher 
price from women than men at comparable levels of heavy use is Increase 
Ingly compelling. Alcoholic women are more frequently disabled and for 
longer periods than are male alcoholics « Moreover » the percentage of 
women alcoholics who die from such causes as suicides , alcohol related^ 
accidents, circulatory disorders* and liver cirrhosis higher than for 
men* Several international studies show consistently that women 
alcoholics have death rates from SO to 100 percent higher than those of 
male alcoholics (7)^ A longitudinal study of 103 American women alcholics 
followed for seven years after their trestmeut in 1967-68 p found that 
nearly a third (31 percent) had died, a rate four and one-half times 
higher than expected. The average life span of these women was decreased 
by 15 years # Women who were older when they sought treatment, who became 
alcoholic before age 30, or who had had histories of frequent binge 
drinking were most likely to have died prematurely. niose who became 
abstinent were most likely to "lave survived (8). 

There is also evidence that women alcholics In treatment often how 
greater Impairment earlier In their drinking careers and despite having 
consumed less alcohol than comparable men. Evidence of this Includes the 
following: advanced liver disease was found to be more frequent among 
Ingllsh women alcoholics than among men with similar drinking histories 
(86 percent of females versus 65 percent of males) (9)# German and 
Japanese researchers have also found more alcohol-related liver damage In 
women at lower levels of consumption or after shorter histories of heavy 
drinking (10, 11)* In a &nadian study of those admitted to an 
in-patient alcoholism treatment program, alcohol-related illness was 
equally frequent In both sexes despite shorter periods of use by the 
women (12). fenerally similar findings have also been reported by 
Australlian (13) and French (14) investigators. While an adequate 
explanation of such findings is still lacking, two theories have been 
offered I One attributes the greater liver dauge to the effect of 
estrogens, which in combination with alcohol, Increase liver damage 
(15), A seeond explanation stresses the poselblllty of a gender-related 
immune response In women which also makes the liver more vulnerable to 
injury (16). 



leproduetlve ayatas and ■ezual dysf unction* Women alcoholics are 
clinically reported to have higher rates of gynecological and obstetric 
problems than other women. Problems that have been asaoclated with heavy 
drinking Include amenorrhea. Infertility, frequent gynecological surgery, 
early menopause, spontaneous abortions, and complications of labor and 
delivery. 
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A related problem raperted by women alcoholi^B Is sexual dygf unction. 
Klnsey's study of aieoholic women found that seven out of ten (72 
pgreent) had problems with ''frigidity- > an older term for sexual 
dysfunotlon (17) • In a mora reoent study of 30 alcoholic women, three 
quarters of them reported they experleneed deereased seKual eatlsfaetlon 
after drinking beeame a problem. Of these, two^thlrds reported greater 
dlffleulty in achieving orgasm. Kearly half (47 percent) had become 
anorgasmlc (1B)« 

Although gyiaecologlcali obstetric, and sescual problems appear to be more 
common In women who drink heavily, the basis la unclear. Biological or 
psychosocial causes, more probably both, may be involved* 

A recent study of the effects of the acute Ingestion of a moderate amount 
of alcohol in young adult women (ages 20 to 32) at the same point In each 
of their menstrual cycles found that plasma concentrations of estradiol, 
estrone, progestrone, and testosterone were little changed (19)* A study 
using female macaque monkeys has also been done. After three to six and 
a half months of heavy alcohol use, the monkeys developed amonorrhea, 
uterine atrophy, decreased ovarian slse, and depressed luteinlElng 
hormone levels despite adequate diets. 

As humans, single high doser^ of alcohol did not supppress pituitary and 
gonodal function In female macaque monkeys. The authors concludes 
"Qironic alcohol Intoxication produces similar disruptions of reproductive 
functlrm In alcoholic women and macaque monkeys^ and go on to say is 
likely that alcohol Induced disruptions of menstrual cycle regularity In 
higher primates (Including humans) are a consequence of Its toxic effects 
on both the ovary and the hypethalamle pituitary axis*' (20). 

In human females, toxic effects may occur at ovarian, hannonal, and 
central nervous system levels. taparied sexual functioning may also 
reflecl: underlying depression or poor interpersonal relations * Since 
drlnkirg Is one means of coping with Indaequate sexual response or the 
anxiety surrounding It, sexual problems may be both an antecedent and an 
effect of heavy drinking. 

fetal alv^ohol symdroma and fetal alcohol affects. Adverse effects of 
alcohol ingestion by pregnant women on their offspring were fir . 
clinically suspected over 200 yaars ago, but it Is only in the la 
decade that those effects have been more precisely specified and th^ 
physlolog^Lcal basis better understood. The term "fetal alcohol syndrom, 
(FAS) Is Qow applied to neonates having three characteristics which have 
been associlated with maternal alcohol uses 

m Growth retardation before or after birth. 

• Abnormal features of the face and head such as 
unusually small head circumference and flattening of 
Hhm facial features or both. 
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m Evidence of eentral Gervous system abfioimallty such as 
mentai retaifdatioii of abnormal behavior* 

Other effects that have been identified as associated with maternal 
drinking during pregnancy are termed fetal alcohol effects (FAE), FAE 
Include a range of congenital abnoraallties such as eye and ear defects, 
heart murmurs associated with defective development of the heart chamer 
wallp genitourinary defects, hemangiomas* and fingerprint, and palmar 
crease abnormalities > 

Evidence based on anlul and htman research leaves little doubt that 
serious birth anomalies can result from alcohol Ingestion , but the 
frequency with which they occur and the level ©f alcohol use that can 
cause them In humans is by no means certain » 

Estimates of the prevalence of the full blown fetal alcohol syndrom are 
from 1 to 3 per 1,000 live births* The frequency of FAS among the 
newborn of women who have been identified as heavy drinkers Is* of 
course, much higher* Estimates have ranged from 23 to 29 per 1,000 live 
birth* Alcohoi^related effects of lesser severity In the Infants of 
heavily drinking women may occur as often as In 69 percent of live 
births* Little reported a 91 gram decrease In blrthwelght associated 
with about two drinks (1. oe* of pure alcohol) per day consumed before 
recognizing that one was pregnant, A 160 gram deficit was found In 
infants of women who drank that much during the seventh to ninth months 
of pregnancy (21). A more recent study found that drinking an average of 
two or more drinks a day tripled the likelihood of preterm delivery (22)* 

Unfortunately, there are many problems with such dose-effect estimates. 
Alcohol dependent women may be Inclined to understate the amount of their 
drinking* This may be especially true If they feel guilty about drinking 
while pregnant* Apart from alcohol use, other factors — ^lifestyle* 
smoking, other drug usei poor diet* or poor general health-^als© cause 
problems during pregnancy and may affect neonatal health. The 
possibility that paternal drinklng"known to reduce sperm counts and 
sperm motility, and to produce other sperm abnormal! tles'^'may also 
contribute to fetal abnormalities cannot be dismissed although the 
limited studies that have been done have not found such an effect (23, 
24). Experimental administration of non-alcohol doses to pregnant women 
while carefully controlling for other possible factors Is not, of course, 
ethically possible. 

As with other teratogens, the question of just how much Is needed to 
affect the fetus at different points In development is also unclear* 
Tak^n at a point ©f maximum fetal toxicity, alcohol may kill the fetus, 
resulting in a spontaneous abortion that may go undetected (or unreported) 
in the individual case. At other points, either because the Individual 
fetus la genetically more resistant to damage or the stage of development 
makes datnage less likely, there may be no detectable alcohol-related 
anomalies * 
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Anlttal studies provld© momm Isdleatlona of posElble hunan effects. One 
such study daelgned to rasembla human "binge drinking" used the animal 
equivalent of two large doses of alcohol given on a single day during 
gestation. Thm resulting damage to the mouse fetuses closely resembled 
that found in eases of human FAS (25). Other animal studies of aleohol*s 
effects have duplicated such behavioral abnormalities in human offspring 
as hyperactivity and learning problems presumptively caused by alcohol 
use during pregnancy (26^ 27, 28)* 



Other prablras ©f alcohol abuae for vomen* Women who abuse alcohol 
suffar disproportionately from both biological and social disabilities* 
But there are other ways In which women are the victims of alcohol abuse 
even when they are not themselves abusers* Mthough it is often 
difficult to specify the exact role alcohol plays, there is general 
agreement that its abuse is often associated with family violence, 
especially the battering of wives* According to ©ne review, alcohol 
abuse or alcoholism was involved in about half the cases of wife beating 
cited in the literature (29)* Although women may sometimes prefer to 
attribute physical abuse to alcohol rather than acknowledge other sources 
of marital discord, there is little question that alcohol is often used 
to ''justify" violence and to deny responsibility for it, or that drinking 
can be a source of marital contention leading to violent behavior. 

There is also evld ence that alcoholics and their spouses are seven times 
more likely to be separated and divorced than couples in the general 
population (30) and that women alcoholics are more often divorced than 
are alcoholic en (31)* Moreover, when women alcoholics are divorced, 
their greater economic dependency, greater responsibility for children, 
and typically lower earning capacities are all likely to make post 
marital adjustment and rehabilitation or both more difficult than that of 
men* 

Alcohol abuse has been Implicated as a factor in rape both for the victim 
and he rapist. In one study a third of the 77 rapists examined had a 
history of alcoholism (32). Mother study found that half of a group of 
men who had raped older women reported having been high on alcohol or on 
alcohol and drugs at the time of the crime (33)* Since alcohol may be 
used by the rapist as a mitigating factor to ''excuse*' his violent 
behavior, its exact causal role is uncertain* Recent reports indicate 
that as many as 29 to 54 percent of women alcoholics in treatment have 
been rape victims at some point in their lives (34, 35), 

Women alcoholics report high rates of other types of sexual abuse as 
well* Half (53 percent) of the women entering one mldwestern alcoholism 
treatment program during a two-^year period reported having eKperienced 
Incest or other sexual abuse before age 21, many by age 5 or iS (36). 

Such figures are probably underestimates since many of the women In the 
studies cited were reticent about revealing that they had been sexually 
abused and did so only late In treatment and only to women therapists. 
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Drug Abuse (Qther than Alcohol) 



^ring tha past two dacadeSi thare has been a substantial increase In the 
availability » aeceptabllltyp and numbar of potentially abusabla drugs . 
Our burgeoning knowledge of neurophysiology combined with the skill of 
the organic chemist have resulted in the creation of an array of 
anxlety^reduclng and sedative drugs « As is so often true of new 
psychoactive therapeutic compounds, an initial optimism regarding their 
abuse potential has sometimes proven to be unwarranted « Use of these 
drugs is now comoni their abuse not uncomon and, as we will discuss, 
this affects many more women than men* 

Illicit drugs such as urljuana and cocaine once used only by a very 
small minority are now widely consimed* milla sale use predominates , 
female use, especially by the very young, is coimon and may be 
approaching parity with that of males in soma groups* Our expanded 
knowledge of the chemistry of psychoactive subtancas has also resulted in 
an alphabet soup of illicit psychoactive compounds. Most of these are 
not comionly used by men and still mora rarely used by women. The 
brevity of our experience with widespread illicit drug use and the 
difficulties of studying it have limited our knowledge. Th±B Is 
especially true in regard to chronic use. As with alcohol, most research 
has bean done with males, partly because ethical considerations restrict 
studias in woman that employ drugs with unknown affects on reproduction 
and partly because heavy use among males is more common. However, the 
large number of women who now use Illicit drugs and their possible 
vulnarability to reproductive effects, make such use a serious public 
health concern. 



Fattens and trends of drug abuse uong vomenft U.S* national surveys 
have consistently found that females use virtually all of the Illicit 
drugs less frequently than males. Mong young adults ages 18^25, the 
group which uses these drugs most, slightly more than half as many women 
as man (19 percent versus 36 percent) were using marijuana # In the month 
preceding the 1982 national household survey (31)* Mong those over 26, 
less than a third as many women were current marijuana users. Thm total 
number of women now using marijuana is estimated to be about 7 million. 
While there are many other Illicit (and licit) drugs that are, or can be 
abused, their use by either esist at much lower levels. Again, in the 
group most likely to use drugs, 18*23 year olds, only a little more than 
half as many females as males (5 percent versus 9 percent) reported any 
use of cocaine In the month preceding the 1982 survey. Nonmedical — ^that 
is use of drugs without medical supervision— use of sedatives in the year 
prior to the survey was reported by 6 percent of young adult women 
compared to 11 percent of men* Nine percent of young women also reported 
non-medical use of stimulants over the same interval. Stimulant use by 
males of the same age in the same period was 13 percent. 

^, 
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High sehool seniorB , a group In traniltlon from adolescence to adulthood, 
have been surveyed annually since 1975. There has been a decided 
reduction in laarijuana and moBt other drugs used over the past several 
years, ^ily use of marijuana for example, was half as coimon In members 
of the 1983 senior class as it was in 1978 (5.5 percent versus 10.7 
percent). Slightly more than a fifth of the females (22.2 percent) 
reported any marijuana use in the month prior to the survey of the 1983 
senior claBS as compared to about a third (31 percent) of the males. 
Current (within a month before the survey) nonprescribed stimulant use bv 
seniors involved one in eleven females, sllihtly more than males (9.1 
percent versus 8.2 percent). Current use of sedatives and tranqualiEers 
was reported by about three percent of both Beases (3), 

There are two slinifleant exceptions to the generally lower level of drug 
psychoL^drug^''' °' «l8arettes and of medically prescribed 

For high school seniors, current cliarette smoking by women now exceeds 

i5^^.°ift"r P*"*"*" 28 percent) and the same for young 

adults 18 to 25 (42 percent versus 37 percent). Because of this Increase 
in smoking in young women the total number of female smokers of all ages 
Is now only about ten percent smaller than that of male smokers (28.4 
versus 31.8 million). v^o.** 

The aecGnd exception to the generaliBatlon that payehoaetlve drug use by 
males exceeds that of females Is in regard to the use of medically 
prescribed psychotherapeutic drugs. In 1979, the latest year for which 
detailed survey data on psychotherapeutic drugs are available, nearly 
twice as many women as men (over 18) had used psychotherapeutic drugs in 
the preceding year (20.2 percent versus 11.0 percent for men). Anti- 
anxiety agents— the miner tranquilizers— were also used nearly twice as 
often by women (14.1 percent versus 7.5 percent). Sedatives were used by 
over three times as many women as men (2.6 percent versus 0.8 percent). 
Over twice as many women used antidepressants in the preceding year (2.8 
percant versus 1.3 percent) and 20 percent more used hypnotics (sleep 
inducing drugs). Antipsychotic medication— the major tranqualisers used 
to treat such disorders as sehlEophrenla— were used by fifty percent more 
women (1,5 percent versus 1.0 percent) (38). 

The 1982 National Survey on Drug Abuse also included some questions on 
medical use of these psychotherapeutic drugs (37). Although these data 
were less detailed and analyxed differently from the 1979 study Just 
described, the findings are generally similar. Current use of any of the 
prescribed psychotherapeutic drugs was 60 percent more comnon in women 
over 18 than In men. Although the data were not analyzed both for sex 
and educational level simultaneously, adults 26 or over who were not high 
school graduates were much more likely to be current users than those who 
did graduate (e.g. 18 percent of non high school graduates were taking 
such drugs compared to 10 percent of college graduates). 
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Women Also represent the majority (61 pereent) of those who have used 
anMloiytle (anxlety^redueing) drugs for one year or more* Nearly 2 
million vomen reported having used such drugs for a year or more of their 
lives • Host of these wQmen-«-7 out of 10'-*were over age 50 (38). It Is 
not a simple matter to say hov often this greater use of preaerihed 
psyehotherapeutlQ drugs by women Is abusive i inappropriate , or medieally 
Justified s answershlnge on additional questions such asi tee the rates 
of emotional Illness Inately greater in women than in men? tee the mueh 
higher rates of depression and other disorders In women partly an 
artlfaet of seKual stereotyping or the result of women's disadvantaged 
position I or are they due to a greater blologieal vulnerability? The 
more frequent eontact of women with physicians may also play a role In 
their greater use of presoribed psyehoaetlve drugs* niose issues will be 
dlseussed in the seetlon on women's mental health « 

There !§» however, little question that self administered overdoses of 
psyahotherapeutle drugs are a health hazard for women* Iteta from the 
government's Drug Abuse Warning Network (D^W) on liospltal emergency room 
admissions during 1982 indleate that over 70 pereent more women than men 
were seen for tranquilizer related adverse consequences* ^er twice as 
many women were seen for adverse consequences of antidepressant use| a 
third more for adverse consequences of non-*barblturate sedatives* ^er 
half (51-7 percent) of drug-related emergency room admissions of women 
are Identified as suicide attempts* By contrasts the motives of men for 
using the drugs which led to their admission were likely to be due to 
dependancy or for meed altering effects (39)* 

Seven out of 10 of the women who died drug**reiated deaths were over age 
30 according to medical examiner reports* Here than twice as many 
drug-related deaths in women were determined to be suicidal In origin (53 
percent versus 25 percent for males)* ^er 1,100 women were reported by 
the DAWK system In 1983 to have died of drug related causes, most because 
of their suicidal use of therapeutic drugs including analgesics (39) « 

Opiate addiction among women is uncomon, but Is Important because the 
health risks for these women and for their offspring are quite 
disproportionate to the numbers Invelved* Freblems specific to this 
group will be discussed In the section below on opiate dependent women* 

Specific populmtlons of drug^abusing woaen* Although the several 
populatlens described overlap, they are sufficiently discrete to permit 
some generailEatlons that are helpful in thinking about problems that are 
experienced by drug abusing women* 

The opiate dependent woma. Opiate addiction was once much more 
prevalent among women than men* Prior to World War I when many patent 
medicines and cures for women -s cemplaints'* often contained opiates, 
habitual use resulted In opiate dependent females outntmberlng males by 
at least two to one (40)* Currently only one-fifth to one-fourth of the 
addict population Is believed to be women (41, 42). Although opiate 
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dapendent women are probably the smallegt segment of the drug abusing 
female population , they have been the most studied • A review of recent 
researeh on women's drug use found that 70 percent of the studies cited 
foeused on heroin and ether opiate use or ©n methadone maintenance 
treatment for opiate dependent women (43) • This emphasis reflects the 
traditional concern with those types of illicit drug use that are 
perceived as most threatening to the larger society. It also reflects 
the serious medical and social problems experienced by such addicted 
women and their offsprings 

Prevalence and patterns of narcotic use. While the euct number of 
opiate dependent women is at best an educated guess, as of 1981 g 32,000 
opiate dependent women were admitted to treatment in federally monitored 
facilities. Thmy represented nearly half (45 percent) of all women 
clients admitted for treatment to such programs (44), More speculative 
estimates of the total number of addicted women in any given year have 
been between 126,000 and 200,000 (45, 46) and there is good reason to 
believe that must opiate abuse in females remains hidden (47). 

Mce and ethnicity are related to opiate dependency as reflected In 
admissions treatment to figures* At least two times as many Black and 
Hispanic women were admitted for treatment of opiate dependency In 1981 
as White women (62.4 percent, 61 percent, and 22*5 percent of Black, 
Uspanic and White female admissions respectively)* 

Women who are opiate dependent have been distinguished from men who are 
dependent on narcotics along two major dimensions i 

1- aey are more likely to regard themselves^and to be 
regarded™as more socially deviant than their male 
counterparts (47)* ^ey are more deeply entrapped , at 
earlier ages, by social and economic conditions 
offering few ways out of the addiction pattern and 
thereby promoting destructive dependencies (48)* 

2* Ihe health of women addicts is pooifer than that of men 
because of neglect, poor nutrition and lack of Inde* 
pendent financial resources to pay for needed general 
medical, dental, gynecological and obstetrical care* 

For women with children, these circumstances Increase the likelihood of 
their loalng custody, or of avoiding treatment because of fear of 
possible loss of custody, should their situation become known to chlJw 
welfare authorities* 



Bealtb eosaaquamees of opiate dapandancy In voBan* Opiate-dependent 
women are more likely than addicted men to seek treatment for medical 
complications of drug use rather than for the underlying drug dependency 
(47, 49). Their poor physical health is largely due to the addict type 
lifestyle which has particularly harsh effects on women. Neglect of 
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noraal hygiene, laek ©£ routine health care and the medleal and physical 
haiards ©f frequently suppertlng their opiate use by pfostltutlon 
Increase the incidence of such problems as chronic Infections , anettla, 
hepatitis, hypertension, venereal disease, and urinary tract and 
gynecological disorders (SO)- Research also indicates that opiate 
dependent vomen have higher risks than other women of developing 
cervical and uterine malignancies and of having gonorrhea, Biey are more 
likely than addicted men to develop genitourinary and circulatory system 
disorders (49)8 

One example of the poorer health status of heroin addicted women relates 
to their dental problems. Dental abcenses have been found in more than 
one out of five (22 percent) of a sample of pregnant addicts and dental 
problems have been found in two out of five (41 percent) of those in drug 
abuse treatment- The decayed * missing or filled teeth score (the DOTT 
score) for opiate-dependent women is over 60 percent higher (2.e percent 
versus 14.6 percent) than that for the general population (49). 



Fragaancy ud reproductive baurds. Pregnancy can be especially rleky 
for the woman addict and her offspring due to her frequently poor diet, 
drug use, lack of adequate prenatal care, and poor general health. 
Serious obstetrical complications of pregnancy for addicted women 
Include I spontaneous abortion, premature placental separation, 
amnlonltls, breach presentation, preeclampsia, eclampsia, intrauterine 
death, premature labor, premature rupture of the membranes and septic 
thrombophlebitis (43, 51, 52). Ten to 15 percent of drug dependent women 
experience tOKemla of pregnancy | nearly half of those addicted to heroin 
and lacking prenatal care have premature deliveries (33). 

Infants born of addicted mothers have much higher morbidity and mortality 
rates than infants generally. The death rate in these infants Is four 
times higher. They are much more likely to be born preioaturely , to have 
congenital anomalies, to show growth retardation and to experience other 
medical eemplicatlons such as neonatal opiate withdrawal (43, 31 > 34). 
Although there may be greater than normal risks for the offspring of 
methadone-malntained mothers, the risks of this medically supervised 
opiate treatment group are much lower than those for Infants born of 
heroin addicted mothers (33) • 

One chairacterlstics of opiate-dependent women. An addicted woman has a 
mch poorer self'^lmage than does an addicted nan* One woman researcher 
deicrlbes such women as feeling "mlitrustful of women and abused by men.*' 
She sees them as accepting society's view that they are deviant— ^over 
one-half of these women agreed that 'women addicts are worse than men 
addicts' (36). fhey have also been found to suffer disproportionately 
from depression and anKiety and to be more likely to respond to those 
feelings by Isolating themselves and taking other drugs (56). 

One explanation of the eDOtlonal distress of women addicts Is that they 
have fewer social networks to provide support than do non*addlcted women 
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OT even salt addicts although It Is not elear whether their addiction Is 
a cause an affect ©f this situation (575 • Ove^' half of those in treat- 
ment have dependent children. They are more likely to he responsible for 
their care than are male clients • Bils adds to their life stress (58). 

A significant difference between male and female addicts is in their mode 
of initiation into drug use. Host (95 percent) males are Introduced to 
drugs by other males, but most women (71 percent) are iQltiated into use 
by the opposite seK (59). Women are also more likely to use drugs in a 
conscious attempt to relieve their emotional problems rather than 
primarily for pleasure (69) • 

Criminal Involvement is coTOion**one study found that only 40 percent ©f 
the addicted women studied had not been arrested (61). When they are 
criminally involved i their crimes are most likely t© Include 
prostitution p low level dealing, small scale shoplifting, and forgery 
rather than burglary, grand theft or crimes of vi©lence^ Thomm crimes 
are more often comltted by men (57) » 



Karljuama users » The largest group of women wh© abuse illicit drugs Is 
als© pr©bably the most diverse and the one for whom the extent of the 
health hasard is least certain, but for whom the consequences could be 
aost serious. A^^ the time ©f the latest natl©nal survey (1982), the 
t©tal number ©f American girls and w©men who had ever tried marijuana was 
about 24,600,000* About 7,000,000 were using the drug currently. But 
the public health implications of these statistics are more elusive. 
Since a substantial majority— 3 out of S y©ung adult (18-25) w©men have 
tried marijuana at s©me p©lnt In their lives p they increasingly resemble 
the general population In that age group. But even if we restrict 
ourselves to the much smaller number-^that ©ne-thlrd of females who have 
ever used cannabis and who report current use— we know very few details 
about their characteristics. On the average they are youngi only 3 
percent of women 26 or older reported current marijuana use. But crucial 
details about their life-style— how many are married, how many use the 
drug heavily (e^g. on a dally basis), how likely they are to continue use 
or to use marijuana while pregnant, how any also smoke or use other 
drugs^are generally lacking. 



^productive effects. A source of public health concern with respect 
to use of marijuana by women is its potential reproductive effects. 
Unfortunately, very little is knoim about this. Because marijuana's 
principal psychoactive Ingredient, tetrahydrocannabinol (THC) so readily 
crosses the placental barrier, It must be regarded as a drug with 
potential Impact on the developing fetus. Whether It actiially effects 
the fetus and at what levels of use, is uncertain. A study of 1,690 
mother/infant pairs done in Boston (62) suggests that marijuana use 
during gestation is associated with the low birth weights and fetal 
abnormalities resembling the fetal alcohol syndrome. The authors of this 
study concluded that "women who used marijuana during pregnancy were five 
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times moTB likely to deliver infants with features cidfisldered cdapatible 
with the fetal alcohDl syndrome" cautioning » however, ''against the flm 
conclusion that marijuana use causes fetal growth retardation" (62) # A 
study of 313 vomen of whom 41 were marijuana users enrolled in a low^risk 
home delivery obstetrical prograin found slightly higher dysfunctional 
labor rates (43 percent in the drug users versus 35 percent in 
non*msers)p precipitate labor (13 percent versus 8 percent) and meconium 
staining»a sign of fetal distress (17 percent versus 13 percent) (63) • 
As in the Boston study » the problems of controlling for other possibly 
confounding variables such as smokingp maternal health history » diet, and 
other drug use make firm conclusions regarding the role of marijuana 
difficult* 

A study of 26 young women who smoked marijuana 3 or more times per week 
for 6 months or more found a higher frequency of anovulatory menstrual 
cycles and a shortened luteal phase in persons in this group compared to 
a control sample of non-msers (64) « Both of these characteristics are 
associated with reduced fertility. Unfortunately, the users also 
differed from the non**users in their levels of alcohol usei semal 
activity and possibly in other ways as well, all of which may have also 
affected their reprodyctive cycles « 

In animal studies , ^ich often employ much higher marijuana (or THC) 
doses than people ustially take, adverse reproductive effects such as 
supression of production of tmrnAlm hormones and changes in ovarian 
function in fesiale test animals have been found* Suppression of estrogen 
production and of ovarian function is a comon findings Female monkeys 
who were given oral dosages of TEQ^ corresponding to high dosage hwan 
marijuana use, for a year or more showed signs of repraductive failure* 
Their offspring died more frequently than those of undrugged animals 
either during pregnancy or shortly after birth (65)* 

An earlier report by Stenchever, et al*, implicated marijuana as a 
mutagen, but the bulk of the better controlled studies now suggests that 
marijuana has problably no significant mutagenic or cytogenic effects in 
man (66)* Although extracts from marijuana smoke have produced dose^ 
related mutations in bacteria, and marijuana has been shown to affect 
chromosome segregation during cell division the clinical significance, if 
any, of these findings is yet unknoim (67)* 

Since marijuana smoke contains components also found in tobacco smoker 
one can expect similar effects of both substances on the reproductive 
process* For these reasons, smoking marijuana and tobacco during 
pregnancy should be actively discouraged- 

Other hasards of ■arljuasa use* A wide range of other hazards of 
marijuana use have been identified* ^ese include effects of the acute 
intoxication™ the "high""on mental activities such as attention, 
perception, memory, and psychomotor performance* Marijuana intoxication 
may interfere %rith learning or increase the risks of driving or of 



performing other demanding perceptual motor tasks. There Is little basis 
for believing these pose greater or different hazards for women than for 
nen. It Is quite likely, however, that the same amounts of marijuana 
have greater effects on women than on men because of their generally 
smaller alee. It Is well known that alcohol potentiates the effects of 
marijuana, 'mm combined effect of using marijuana and alcohol (or other 
drugs) might also be expected to be greater in women than men. The ratio 
of women to men seen in hospital emergency rooms who have 
marijuana-related Incidents corresponds roughly to their respective rates 
of use. This suggests that acute adverse effects do not occur any more 
frequently In women than In men. 

Since marijuana spoke contains many components similar to those of 
tobacco smoke, chronic heavy marijuana smoking Is likely to have effects 
on the respiratory system similar to those of clgsrette smoking— though 
possibly at lower levels of use— and may eventually produce carcenl- 
genlclty. Chronic use may also have adverse effects on those with 
Impaired cardiac function (67). Such effects may be more Important for 
women who eontlnue to use marijuana post menopausally the time when their 
rate of heart disease begins to approach that of men. Since few Americans 
® jJ*'^®' "^"^ marijuana long enough for the cardiac effects of 

middle or later life to become evident, this Is speculative. 

Large scale epidemiological studies of long-term users have not been done 
although there have been clinical reports of loss of Interest in conven- 
tional activities— an ■amotivatlonal syndrome"— and of intellectual 
dulling and memory difficulties In some heavy chronic users here and 
abroad (67). How characteristic these findings are of heavy users more 
generally Is not known. Since women are much less comonly heavy users 
at this time, there la little reason to think such putative effects of 
marijuana use are likely to be more frequent In women. Because of the 
smaller slae of the average woman, use at the same level as men over the 
same period might have greater chronic effects (as with alcohol). If the 
persistence of marljuana-derlved compounds la fatty tissue has Important 
implications for chronic effects, women with their higher fat content, 
night be more vulnerable than men of comparable weight who have used the 
same amounts * 



Kpn-nedlcal Use of Psychotherapeutic Drugs by Women 

Women who use prescription psychotherapeutic drugs outside the medical 
care Bystem are sufficiently different In their drug use patterns 
demographic chflracterlstlcs and contact with the health care system to be 
described separately. Anecdotal reports, clinical observations, and a 
very limited amount of more systematic data are the source materials for 
such descriptions. The majority of these women are over 25, older than 
the young adult group (18-25) which most frequently abuses drugs (37, 68). 
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These women differ from mleueers of prescribed drugs in two important 
regpectei 



• They use psyehotharapeutic drugs for their pleasurable 
psyehic affects as well as to "treat" themselves for 
physlaal and emotional malaise. 

• The source of the drugs is usually either illicit or 
quasi-legltimate----f rlends relatives, "scrlpt-^doctors" 
and male non-medical supplies are frequent sources 
(69, 70), 

These women are often described as -polydrug** users, who often prefer a 
primary drug, but use another drug when the preferred drug is unavailable 
or to enhance Its effects* 

The psychotherapeutic drugs used are the minor tranquilizers and various 
sedatives. Some women also use amphetamines. Although Illicit drugs 
such as marijuana and cocaine also may be usedj they are not the drugs of 
choice in this group* Heroin is rarely used although some women in this 
group may have earlier histories of heroin addiction. 

Reports from emergency room and treatment program personnel describe 
these women as under high stress, often trying to cope with troubled 
marriages I abandonment by husbands, job losses and poverty, 
responsibilities of single parenthood, and long histories of severe 
problems related to the stark reality of their lives. Their use of 
psychotherapeutic drugs involves what Shader and Anglin (71) have called 
an "alternative*' or ''street'' pharmacy system* Thm drugs are obtained in 
the illicit and quasl^legitlaate market place and are taken largely for 
symptoms like those for which physicians often legitimately prescribe 
them. But, as is true of opiate dependent women, these women also make 
little use of the conventional health care system and they are unllkey to 
seek the help of mental health specialists. 



Prevalence and pattens of use. The major national probability sample 
of preecrlptlon drug use already cited also found thac 3.6 percent of the 
American women (and 2.5 percent of the men) reported the use of a 
psychotherapeutic drug obtained outside medical channels, mostly through 
friends and relatives (38) • 

While the exact number of more serious abusers in this group Is 
uncertalni there Is little question that It is large. Finnegan (51), 
basing her estimate on an earlier study of regular users of non-opiate 
psychotherateutlc drugs, suggests that the number of women using 
psychotherapeutic drugs obtained without a prescription may be ten times 
larger than that of women using Illicit narcotics. 
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In NIDA^onltored drug abuaa treatment programs, primary abuse of these 
psychetherapeutle drugs aceounted for over a fifth of admissions of wemen 
In 1981 as follows I 



^phetamlnes 9«4 pereent 

Traaqulllzeri 4.6 peroant 

Barhiturataa 3«5 percent 

Other sedatives 4.3 pereant 

Total I 21 .8 percent of adDlaslons 



Women admitted with primary problems Involving these drugs were mostly 
Ifliite (86 pereent). Mong the White women admitted use of tranqualizers 
one-half (52 pereent) were over age 29 (68) • 

Women cilents admitted for treatment of tranquallzer use rarely (under 2 
peresnt) reported secondary use of heroin ^ eoealne, or hallucinogens. 
These clients sometimes lude secondary use either of alcohol (21.8 
percent) or of marijuana (11*8 percent). Most reported no secondary drug 
use (34 percent). Two-thirds (64 percent) of women clients admitted for 
abuse of psyehotherapeutlc drugs had received no prior treatment for 
their drug problem (68). 

A study ©f 269 emergency room admissions of women for overdosages of 
sedatives and tranquilizers also contributes to our portrait of this 
group. The two almost equally dominant motives given by the women for 
having overdosed were to comlt suicide (38*5 percent) or to self* 
medicate (37.5 percent)* Only one-fourth (24*3 percent) of the women had 
overdosed while trying to **get hlgh^. One-half (50*7 percent) of these 
persons had obtained the sedative or tranquilizer involved from a 
non*vedlcal source (71)* 



Health conseqiieQces . The non-medical use of drugs by this group— while 
not unique to them — involves all the health risks associated with any 
chronic misuse of psychotherapeutic drugs. These hazards are discussed 
in the next section describing women who misuses these drugs when they 
are prescribed* 

The fact that these drugs are obtained from nonmedical sources under- 
scores the more unconventional life circumstances and high levels of 
stress associated with their use. Group members have lower incomes, 
lower levels of education and poorer physical health than women for whom 
the drugs are medically prescribed* These factors p together with their 
frequently troubled life situations p probably contribute to their more 
Indiscriminate patterns of self-medlcatlon. Self-medlcatlon under these 
circumstances more frequently leads to the use of many drugs at the same 
time and to overdosing. 

Polydrug use Is hazardous at all stages of pregnancy particularly when 
associated with poor nutrition > poor general health, and the inadequate 
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prenatal care usually reealved by these women. Health oniequeneas f©r 
both the mother and the neonate have some gimilarltlee to those for the 
heroin addlot and her offspring (53) • 

Heavy drinking by some of these women Is likely to exaoerbate the effeets 
of the other drugs used* Aleohol use Is a major preolpltator of 
overdosing i of driving-related aeoldents and of drug-related suicide (69, 
72), 



Misusers of Fresorlbed Psyahoaotlve Prugs 

As Indicated, women account for nearly two-thirds (64 percent) of all 
patients for whom psychoactive drugs are prescribed In the United States 
(73). Seventeen million women between 18 and 79 are estimated to have 
used at least one psychotherapeutic drug In 1979* The vast majority 
obtained these psychoactive drugs by a physician's prescription (38)* 
Benzodiazepines » tranquilizers with trade names such as Vallum and 
Librium , were the most comonly prescribed*-over two-thirds of the group 
received them. Host of those for whom psychoactive drugs are prescribed 
use them on a short term or Infrequent basis, but about 2, 000,000 women 
(in 1979) are estimated to have used these drugs dally for a year or more 
(74, 75, 76) • These chronic users are potentially at greatest risk of 
adverse health effects* 

Prevalaace and patterna of mlausa. Although non-medical use of what 
are normally medically prescribed psychoactive drugs Is Included in 
attempts to survey the dimensions of drug abuse In toerlca, misuse or 
abuse of these drugs Is rarely precisely defined or quantified* Some of 
the less precise indicators of misuse are: 

m Long-term chronic patterns of use not sanctioned by 
sound medical practice* 

• ielf-admlnigtration or self^Tiedlcatlon in which the 
dosage of prescribed drugs Is altered or similar drugs 
substituted without medical sanction, but the drugs 
are used for the purposes originally prescribed* 

m Use of prescribed drugs for other than the prescribed 
purpose such as to achieve a •*hlgh-* 

a Sharing prescribed drugs with others for whom they 

were not prescribed or obtaining such drugs from 

friends or relatives and using them without medical 
supervision* 

• Use in connection with a suicide attempt. 

• Use in combination with other psychoactive drugs 
whose affects may be increased by combined use. 



IV » If 



Salf *^edicatlon , determining one - 6 own dosago and frequency of use 
without medical 6anetlon» is fairly Gomon although the evidence for this 
Is generally aneedotal* Women are more likely than men to escalate their 
preecrlbed dosages and to pressure physicians t© Increase or to extend 
their psychoactive drug prescriptions , (77, 78, 79), Wesson and Smith 
(805 describe a gradual transition during which patients receiving 
sedatives move from medically complaint use to escalation and supplement* 
tatloni seeking multiple prescrlhers and quasl^legltlmate drug sources on 
a routine basis « But national data are lacking on the prevalence of such 
misuse • 

to one followup of 213 patients who received prescriptions for sedative-* 
hypnotics In a family practice, 13 percent were defined as possible 
misusers* Four out of five of these were women* One^-fourth of the 
misusers had taken the drugs more often than prescribed. Two*-thlrd8 of 
the misusers had shared their medications with family members and 
friends* Sixteen percent of the misusers had taken the prescribed drug 
with another psychoactive medication In order to get the combined 
effect* Two of the four patients who had done so had sought outside 
physicians to prescribe another psychoactive drug (81). 

Overdoses and suicide attempts with physician prescribed drugs of this 
type are common. One study of 494 overdoses of sedatives and hypnotics 
In four urban hospitals in 1979 found that ©ne'-half of the women victims 
had overdosed on prescribed medication* ^Irty^seven percent of these 
had been using their prescription drug daily for 60 or more days* These 
"medical abusers" represented 43 percent of the suicide attempts, 51 
percent of the accidental overdoses and 6 percent of the recreational 
"misadventures" reported by the patients themselves (713* 

One^third of those who had taken overdoses that Included diazepam had 
serum blood levels with ratios of primary drug to active metabolites 
indicating chronic rather than acute drug use* Moreover, these levels 
were high enough to potentiate the sedative effects of alcohol (and to 
cause an acute overdosage (71)* 

Although data on drug source are not available on drug related episodes 
reported to DATO emergency room personnel and medical examiners, local 
studies suggest that from SO to 70 percent of the drugs involved were 
obtained by prescription (71, 72)* 



Baalth coaaequencea* Fortunately, the bensodlaEeplnes that make up at 
least two*thlrds of the psychoactive drugs prescribed for women are 
relatively safe even when overdoses are taken (75, 76). 

In two studies of overdose involving benEodlazeplnes » no deaths were 
directly caused by these tranquilizers although the levels of these 
substances found In the blood serum did play some role in the acute 
reaction or In the deaths that resulted from overdose. (71 ^ 72). 
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Some minor and short-term adverse effects on neonates have been reported 
as due to the use of benzodiazepines during labor. Reaplratory depres- 
sion was the most oommon effect. However, no increase In neonatal 
morbidity or mortality followed. These findings have, however, led to 
the recosuiendation that these agents be used in pregnancy only when there 
is an absolute need (75}. 

Although acute morbidity and lethality with the benzodlaieplnes effects 
Include drowsiness, depression, ataxia, and muscular weakness. In one 
study of patients seen in a family practice, one-third of those receiving 
these drugs reported side effects* Two of these side ef fects-^-drowslneaa 
and depres8lon--were eKperienced by 20 percent of those reporting such 
effects (81). 

'^Hangover'' and "rebound insomnia'' have been reported with two beniodia- 
Eepine tranquilizers, flurazepam and nitrazepam (75). 

Behavioral impairment with low single doses of the benzodiazepines has 
been detected under laboratory conditions. In this controlled setting, 
reaction times, coordination, visual-motor, and driving performances were 
mildly, though significantly, impaired even on the day after administra- 
tion (75, 76). No studies on the duration of these effects or their 
significance for everyday performance outside the laboratory have been 
done. 

Mild physiological dependance at high therapeutic doses has been 
reported. A well controlled study of clinically anxious patients treated 
with dally dosages of 20 to 40 mg* of diazepam for up to six months 
suggests that treatment for more than four months is likely to result in 
some withdrawal symptoms and a temporary return of anxiety and depression 
when the drug Is discontinued (82), 



Elderly Women 

eoncern regarding drug abuse among elderly women Is resulting from the 
''greying of Merles.'' Analyses by the Bureau of the Census Indicate that 
the elderly-defined as those 65 or older— constitute the most rapidly 
Increasing segment of the population. ^ree out of five In this age 
group are women. By the middle of the next century one In flve--»now one 
in ten-'-women will be elderly. 

Ilderly women are more likely to be widowed and living alone than are men 
of the same age and loneliness and depression are significant problems. 
About five percent of those over 65 now live in nursing and personal care 
homes. By age 85, more than one In five (22 percent) reside in such 
homes. ieven out of ten (71 percent) nursing home residents are women 
(83). 

Because women predominate among the elderly and because elderly women 
have higher rates than men of such diseases such as hypertension. 
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aFthrltlBp and diabetes, they are movm likely to be taking multiple drugs 
and are at higher risk of potential drug misuse. 

With advancing age and the onset of chronic Illness » the need for 
Dedication and primary care becomes still more pronounced. Increasing 
medication requl?!ementSt restriction of their mobility and social 
environments, and altered metabolism Increase the elderly woman -s risk of 
adverse consequences and potential drug misuse (84). 

Fatterns and prevalence of drug ^suse» Although the elderly comprise 
11 percent of the population » they receive 25 percent of all prescript 
tlons- They also make significantly greater use of prescribed psycho* 
active drugs such as tranquilizers i sedatives, antldepresslves and 
antipsychotics (66). Fifty percent more elderly women than men, ages 65 
to 79, reported taking such drugs in the last national survey of use 
(38). Hare than one in four (27#5 percent) elderly women were taking 
these drugs compared to one in si^ (16.2 percent) men. 

Few research studies have focused on drug use by the elderly and fewer 
still have attempted to differentiate between patterns of use, misuse, 
and abuse c The lack of adequate data has resulted In controversy over 
the prevalence of drug problems among the elderly. The research that has 
been done suggests the following i 

• Underuse and omission of prescribed medication are the 
principal forms of noncompliance in this group* 

• Combining prescribed drugs with alcohol and over^the^ 
counter drugs Is frequent (85) and results In serious 
risks of accidental overdose and injury because of 
drug potentiation and drug interactions (86, 87)* 

• Concurrent prescribing and use of multiple drugs 
(polypharmacy) is comon> tae study found that three^^ 
fourths of the patients in one long tera facility used 
three or more drugs concurrently— three out of five 
had taken a psychoactive drug within the past year 
(88), 

• Inappropriate and excessive administration of 
prescribed drugs to the elderly In long'^tera care 
facilities Is frequent although its exact Incidence Is 
not knoim (85, 87, 88, 89)* 

• Not only are more women at risk because of their 
predominance among the elderly, they are much more 
likely to be given these drugs than are elderly men 
(90, 91)* 
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While preserlbad use is cerralatad with being femala and being finxlous 
(90), misuse is e©rrelated with being ehronieally physieally ill (92) • 
Two studies of the non-institutionalized elderly have found a 7 percent 
prevalenee of drug misuse (93, 94). "^Is research found that drug misuse 
was signifieantly Increased as the number of prescribing physicians and 
dispensing pharmacies increased, but was unrelated to gender. 

Mthough the evidence suggests problems of misuse rather than of 
deliberate abuse and addiction in the older population, some experts 
believe this situation may change » As more people who were drug abusers 
at earlier ages enter the ranks of the elderly, they may be more likely 
to abuse the psychoactive drugs prescribed for them and the incidence of 
abuse in this group will increase (95). 



Health eomBequemees . Health consequences associated with psychoactive 
drug use in the elderly have recently been reviewed by the Itotlonal 
Institute on Drug Abuse (84, 96). These arei 

• Adverse drug reactions or side effects including those 
from multiple drug Interactions. 

• Overdoses. 

• Suicides. 

9 Chronic Dependency and Addiction. 

• Affective Disturbance. 

• Insomnia. 

• Impaiiisents of cognitive and motor function which may 
lead to instltutionallEatlon. 

Adverse reactions to drugs are more common in older people. They are the 
result of changing physiology and heightened sensitivity to drugs in the 
elderly and of changed patterns of drug distribution in the body (86, 
97). Compared to younger adults, these changas in the elderly result in 
higher acute drug levels, increased re tent and storage, and longer 
duration of action, especially of psychoac^^^^ drugs. This heightened 
sensitivity to some drugs, and to alcohol, increases the likelihood of 
over-Tnedlcatlon, drug Interactions, and side effects (98). 

Side effects of drugs are estimated to be twice as frequent in older 
people as in younger adults (96), Among them are, nausea, vomiting, skin 
rashes, mental confusion, hair loss, heart palpitations, and asttaia* 
Three serious neurological conditions or disorders that may be 
drug-related^ — seizures, dementia and tardive dysklnesia^^especially are 
problems in the elderly. Two very disruptive side effects of 
sedatlve^hyponotlc use in the older population are ''drug dependency 
insomnia^ and depression (76). 

Drug interactions occur when one drug increases, decreases, ©r otherwise 
changes the action or effects of another drug taken concurrently and 
these interactions occur often in older people. Alcohol and many 



praserlbad psyehoaetlve drugs Intaract* Xnadvertant overdoses and 
aeeldental deach can occur as a resulc of the potent lacing effects of 
Caking more than one psychoactive drug simultaneously* Injury or death 
may also be Indirectly caused by the combined effects of the drugs on 
alertness or on the psychomotor coordination needed in daily activity* 
The role of the bensodlaEepines in potentiating the lethal effects of 
other drugs has already been described in the section on the abuse of 
prescribed psychoaetlve medication. 

Particularly serious side effects of psychoactive drugs 1^^ the elderly 
are confusion or erratic behavior so severe that institutionalization 
seems to be required. These persons may be labeled ^demented" or 
"senile" when^ in factp their condition is reversible* A recent report 
found that 15 percent of older patients admitted to a State mental 
hospital were actually suffering from reversible drug toxicities (96) • 

Although preexisting psychological factors ©bviously play a role in 
suicide » there a number of suicide attempts by the elderly that are 
related to the use of prescribed drugs* Some medications can precipitate 
depression In those who are emotionally or psychologically vulnerable* 
And» as has already been noted | women more frequently than meup at every 
age I attempt or successfully comit suicide with prescribed psychoactive 
drugs (46). 

Data from Dade tounty^ Florida » indicate that among the elderly^ the 
proportion of suicides using sedatives steadily increased from 1955 to 
197S« Suicide induced by all drugs increased by over 70 percent during 
this period* Depression was cited as the primary reason why older women 
attempted suicide with chronic illness only a secondary cause (96)* 

A note on preveatioAa Inappropriate diagnosis and prescription have 
been identified as significant factors In drug side effects and over^ 
medication of the elderly. While compliance with drug use and other 
patient factors pose problems for the physician treating older patients , 
there is a growing consensus that most physicians are Inadequately 
trained In geriatric pharmacology and particularly in the special 
problems of treating the older woman (99^ 100). 



Woaen V^o Use Tobacco 

The President's Advisory Comittee for Women (74) stated that cigarette 
smoking may well prove to be the major health problem for women in the 
1980s # nie Report of the Surgeon General on the Health Consequences of 
Smoking for Women established through epidemiological studies p that women 
who smoke face many of the same health risks as their male . counterparts 
(101) » For examplep Houston (102) reported that tobacco related lung 
cancer mortality among women increased from 4*6 per 100,000 in 1950 to 
approximately 20*9 per 100^000 in 1982 # It la anticipated that by the 
mld'^19808 , lung cancer will exceed breast cancer as the leading cause of 
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cancer ffiortallty among women because of the Increased numbers of women 
who emoke. In addition. It Is now known that women smokers who are 
pregnant are at above average risk for spontaneoue abortion, for a 
greater Incidence of obstetrlcally related bleeding, and for increased 
fetal and neonatal deaths (101), 

Since the publication of the first Surgeon General •s Report In 1964, the 
proportion of Americans who smoke cigarettes has declined from a high of 
51 percent in ttld-1960»s to a current 37 percent (101)* ^e percentage 
of men who smoke decreased by 28 percent between 1965 and 1979, while the 
decrease for women during this same period was only 10 percent. More 
discouraglnB are reports of the percentage of young women who now smoke 
wnlch indicate their smoking exceeds that of their male counterparts 
(among high school seniors, 31.6 percent of females versus 28 percent of 
males; among 18 to 25 year olds, 42 percent females versus 37 percent of 
males (3, 37)* 

Although the health hazards of smoking have received significant 
emphasis, little Is known about the behavioral aspects of tobacco use 
particularly among women* Within this century, cigarette smoking has 
changed from an atypical mode of tobacco use limited to men to the 
predominant mode of tobacco use In which women are increasingly 
encouraged to take up the habit. In the past, it was generally believed 
that young girls were less likely to smoke than boys, and if they did 
more likely to begin later in life. Unfortunately, neither of these 
facts now appear to be true* Over half of all high school seniors who 
now smoke began doing so by the ninth grade (103)* If these young women 
continue to smoke cigarettes there Is little question that the healch 
implications will be as grave for them as for men who smoke . 

As the pharmacological role of nicotine in smokers' behavior has become 
better known, physicians and researchers have Increasingly labeled 
cigarette smoking as an addictive disorder. Although women are now 
attempting to quit smoking at rates comparable to men, they more 
frequently r.^port severe withdrawal symptoms and achieve lower rates of 
successful attempts to quit (101)* To date, very little research has 
been done on possible gender differences as they relate to a pharmaco- 
logical response to nicotine. This is of particular importance since 
survey research suggests that many smokers, especially women, report that 
tension redsuctlon Is a major reason for continuing to use tobacco* Kiis 
is of particular significance since women report more depressive symptoms 
and higher anxiety levels than men (104). It would appear important that 
future research be directed toward the examination of the role of nicotine 
in the addictive process, particularly as It relates to preventing the 
uptake of smoking among young women. Improving cessation of smoking, and 
maintaining treatment effects for women who lire attempting to suit 
smoking* o H 
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Mental Bealth of Women 



Mefital diserders in vmen and related soeial pf6bleM«n, The following 
seetion mwmBTtmmB those mental dlsordeifs that gn oo^e eommon In woman 
than In mtn< It also highlights aueh eoelal preblimi violence , Fape* 

and seKual abuse whleh have special impact on vome^-^s mental health. 
Although impressive progress has heen made, a^s still some un*^ 

resolved problems related to the reliability dnd valldit^y of psyehiatrio 
diagnoses. M with many other diagnoses » sgre^flint tha^^ a set symptoms 
OQOurs eonslstently enough to justify a particular rubric is no assuranee 
that the disorder described has the same etiology in all p^atients^ 

It should be emphasised that mueh of our knovledgi of cl^a gender^related 
frequency of mental disorders eomes from data on tfiated patients rather 
than from health surveys assessing prevalence Iti the g#tL .^ral population. 
Such data may partially reflect aale^female dlffifinc^g in the willing^- 
ness (or social pressures) to seek help for a pat^tS.eular emotional 
problem rather than the actual prevalence of the dlsDrdev* ^ 

Hie mental disorders are discussed in their approriBate o ^der of severity 
and frequence (more serious disorders that affect the l^srgest number of 
women, followed by leas severe and/or less coUod eaocl^onal illnesses). 
Since definitive data establishing severity and fr§quen£^^ in the general 
population are not available , this oxder Is seiivhat arbitrary. ^e 
amount of infon^tlon about these illnesses In lan sa*^^ women differs 
wldely™more Is known about depression in women than abo^ut schii^ophrenia 
or the anxiety disorders for eMmple. In no arga ^an tt^ne research data 
available be regarded as nore^ than fragmentaryi Iftie^^^ not otherwise 
indicated, descriptions of the disorders are baied ^n the current 
Diagnostic and Statistical Itenual of Mental Siiorders Ihird Edition, 
often referred ro as DSM^lII, the American Biifehlat*l_c Association's 
authoritative standard for diagnosing mental illQ€ii> 

Aff#ctlv# disorders* These disorders Include both the major and the 
specific affective disorders. A specific affectiv^^ disorder is 
characterized by the chronic recurrence of aiiilar ^vut less severe 
symptomg (in either duration of Individual gplsodei or extent of 
s^ptomatology) than those of the major disordefi Hoi^^^ver, to make a 
diagnosis of a specific affective disorder, the sytfp ^oms must have 
recurred frequently over a period of at least two ymtB* 

Hhen depression Is the dominant symptom^^^wlthout an alte^^'nating elevated 
Bood state™the disorder is classified either as isijor de^^rassion or as a 
dysthymic dlgorder if the symptoms better meat th€ -^sriterla for a 
specific affective disorder. 

A bipolar disorder (formerly referred to as manlc'depresi^S.'ve disorder) is 
characteriEed by periods of depression alternattiig vlth SL^m. elevated mood 
state characterised by expansiveness, hyperactivity) pTmm sure of speech, 
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Inflated self-esteem, dl»tr«ttabillty, and aometimes irritability. Its 
specif Ic affective counterpart, cyclothymic disordar, 1b characterised by 
similar, but less extreme mood swings* 

Bipolar disorder is estimated to occur with about equal frequency In 
women and men— a llfetiBe risk of about one percent for each (107) 
However, rapid cycling manic depressive Illness— a aubtypi In which the 
mood BWingB occur four or more times a year— Is more cobboh in women. 

In a major depressive episode the patient's mood Is deiply despondent 
with a profound loss of Interest In usual activities. Dgip feelings of 
sadness, hopelessness, discouragement, and worthleBsneii predominate. 
Appetite and sleep are disturbed. There is usually a loss of libido and 
a decrease In energy level. Noughts of death and aulcldi, or both are 
common. Major depression is the most common serious mental dliorder in 
women. Studies done In the United States. Iceland, Sweden, Denmark, and 
England have censistently found that women are at least twlct as likely 
as men to have a major depression during their lifetimes. From 20 to 26 
fl studied had experienced a major depri.iion compared 

to 8 to 12 percent of the men (107), 

"Depression scales" measure the extent to which IndlvldualB suffer iron 
depressive s^ptoms which may or may not be part of a full blown 
depression. When samples of the general population In various parts of 
the United States have been assessed using the mm Center for Epidemio- 
logical Studies ^pression Scale (CES-D) women had higher scores twice as 
often as men (107). Factors that have been found to be asioelated with 
nlgher scores arei 

• Being female. 

• Being of lower socioeconomic status. 

• Being separated or divorced ■ 

• Experiencing stsressful life events. 

• Lack of an Intimate confiding relationship. 

Personality factors which have been reported to be associated with 
diagnosed depression Include dependency, low self-esteem, aad obesssion- 
allty. Groups at greatest risk for both depressive symptomi and for 
major depression are "women, the young, the unmarried, and unattached and 
those who have experienced an interpersoi ;#1 loss" (108). 

By contrast, bipolar depressive disorders have been found to be ellghtly 
more comBon among those of higher social class and to be unrelated to 
marital status. The age of onset of these much less comon cyclical 
(lol)!*'* * younger than that for nonblpolK depression 

Recent findings regarding the rates of depression In peiions in the 
multlsite Epidemiologic Catchment Area Study are generally consistent 
with earlier work. ihis study of over 9,000 people froi Ntw Haven. 



IV - 27 



255 



Connecticut I St* Louis i MlsBeurli and Baltimore, l^rylandi also found 
that voman had higher rates of daprassion than man* Equal ratas of 
bipolar disorders for both saxas vere conf Iniad* The age of onsat of 
deprassion was younger and the rate higher In those who grew up after 
World War II as eomparad to older age groups (109). 

A reeant study of young adults found that nan and women suf faring from a 
deprasslve mood of two or mora waaka duration showed both simllarltias 
and differeneaSi There was no dlfferenee between the sexes in th^ 
average length of the depressive episode « They also reported being 
equally impaired socially and vooationally and talked about their 
deprassion and related problems with friends and relatives to an equal 
extent* Women, however i reported mora symptoms than men* Hen more often 
seemed to forget their symptoms and the frequency and duration of their 
less recent depressive episodes* ^e women went to physlelans mueh more 
often and were more likely to self*^edloate their symptoms than the men 
(110). 

Of Interest Is the faet that depression in the Old Order Amlah religious 
eonmunlty In Fennsylvanla appears to be a significant exception to the 
usual female imale unipolar depression ratio of 2 to 1« Because this 
group is culturally and genetically homogenous and because alcohol ^ drug 
abuse, and antisocial behavior are culturally prescribed , It Is an 
excellent natural laboratory for studying psychiatric epidemiology* The 
close knit nature of the community makes It unlikely that serious mental 
disorder goes undetected • 

During the flve**year period from 1976 to 19§0| 112 active cases of mental 
Illness were Identified In this 12 , 500 member community. Seventy*one 
percent were diagnosed as having major affective disorders^ Equal nwbers 
of men and women ware classified as unipolar depresslvesi slightly mare 
men than vomen as bipolar disorders « The Incidence of unipolar and 
bipolar disorders was about equal, an atypical finding since unipolar 
disorders are usually many times more comion (111). However, it is not 
known whether the atypical sex ratio or ratio of unipolar to bipolar 
illness, represent a genetic or culturally determined difference or a 
methododdloglcal Idaosyncracy of the study* One possible explanation for 
the fact that equal numbers of ^lah men and women were diagnosed as 
being depressed may be the lack of alcoholism as a ''depressive equl*" 
valent.^ In persons in whom heavy drinking is not culturally prohibited, 
an underlying depression say be expressed by alcoholism* Since alcohol 
Is proscribed in the Mlsh comunlty, depression cannot take this 
disguised form* This may result In a more nearly equal maleifemale 
depression ratio (107). 

Mfectlve diaordars and reprodyctiva avants. Clinicians have long 
suggestad a possible link between mental health In women and the rapro*» 
ductlva avants in their lives. Such a connactlon is now being mora 

IV - 28 



256 



iy#t^«atleally Investigated* Ke ^jreduetlva phases vhleh have hmmn 
id^H^tiflmd ii having pDseible mm^tt^mnml slgnlf Icao^^ have ranged from tha 
oti#i -t of Binstfuatlon^-fflenflifeha'^^tfairough child h^dt'lni and its aftermath 
^© end of reproductive lutfo.. eionlng-^enopea&i-^elther because ©£ 

ftgiti ^ or surgical Intervs^clon* 

HeM^^ehe, In aur culture la mi #ifcdfflclent emottenal ilgnlfleanca to be 
tmmtsmhBtmd by most adult wosen* it has been tdeBtlfled by adolescent 
iirl^« themaelvia as uBherlni ±n m ^morm serious phdSe of their lives with 
CMB^rietivi and ttlldl^ depr%^fc±ve overtones (112). PremenBtrual 
dy#p»iorla riported by mmny womem teas been Identif iid as a eontrlbutlnf 
f^ete^r to thi higher f requiwy of ^^epresslve aynpteiBS is measured on the 
CES'^m scale (113) • 

Whll^ some woitn escperlenoe mood c^r^anges linked to tha menstrual cycle, 
the «Met niture of that osnneetio^ is elusive, Haiilton (114) and her 
aiso^lates iiphaslEe that anly 20 to 30 p^r^ent of premenstrual 
e^spmmlnts irs actually confirmed by self'-rap^rti when women more 
gygtsmatlGally keep traok of thair aenstrually telatd s^roptoms, nieae 
ftgiArchers iiphaslEe tfce Importance of examt^lni the psychosocial 
e^nt^xt In vhleh hormonally related alterations iii fisponslvity occur* 
The dual daiigers of over slmplifleaet Ion and ©vertcn^rillgatlon argue for 
such more extinslve res^afch 1& this area to better undargtand the 
piy^lmoblolDglesl implleatlons of the meaetrvHl eycle— and other 
r^pfo^ductlve ivents^-in affecting mood states* Mlm the specific 
Wol^SiMl chanies of pregnancy a^- menstruation ate limited to women, 
moi and bthavloral chaagts temporally linked vltli raproductive life 
i^e<it_^ also aeeur In mm (e.g. depression associated with childbirth) 
(ll5) . 

iTaiig ient pestpartum deprasslon oacur in as many ii half of women who 

|lv# tlrth (116) and more severe etfstlonal Illnesses Mlowlng childbirth 
Hye been estimated to occur In mothers per 1^000 births (47), 

tfthomagh biological chafiges are pfi^bably Involved, thi streas of having 
I n#v- Infant j ileep disruption, and ©thar pressures mlm undoubtedly play 
linpat^tant «lis. The basis for mo*^ serious reaetio^i guch as postpattunL 
taajp? depreision or schlEOphrenla 1^ not well und#rsteod. However , the 
aio^t ^^^oimon pQlnt at whicb oajor d^^pression occurs t« women is following 
chtKi^blrth, It Is estimated that in four womeQp have experienced 

8 pPte^partun piychoslg will develop a similar disofJer following sub^ 
aequiat pregaaBCles (118) FregMi^ey*related depregilon has also been 
found to bi predictive of depraeelon related t© the use of oral 
eoMtaeeptivea (119, 120)* 

HinoPause, which signifies the #isd of reproduettvi life, has been 
trtditelonslly digcribed as dominating middle life la women and as a 
signidcant fiator in -IwolutlenaJ depression** (121 )i But research In 
this ^raa has often failed to dlstlQ^guish adequately titvien menopause as 
sufth a.iid other Important ltitercuf»#n_^ social events gueh as the stresses 
of chBUges in lifestyle, vldowhoQdi children groWmg up, and declining 
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■eeial Inllutfiee. A faetnt atudy Involving $ cotil oS mmvmt 500 gi^dli" 
ftgid aarfled women rilftted their mt&opau^al lUfcui ao^fflt ^ft i 

staiidAFd aaalfl of dapraaaivt apip^oaa»-tht CINi ai z^g haE dapr'%il@A 
aeoraa vara not fouad is tha mafiopauial vomfn« to aii^^eiatlos la^ifun 
aoolal glasa and dapreaaian wai found i ho^^vat, Itadl^^^ the autH^f 
luggaat ''vosan'a payohologioal atatua la Qof% Gloagly ralatad %^ ths 
dlatribufelon of material raaourcei than ta thi hai^o^sal ehanf^% of 
menopauee*' (122) • 



Dapraasien and aurgarF la imam* The quBStloQ of the lopa^t of 
aurgleal prooadurea Involvaa not only the loag @f liotlo^^slly itgnifl^mi 
poftlona of the bodyi but often the threat of a l^fa efida^$tt!ti8 
lllneaa* A vide »nge of raaetlona have bi%ii fippftad-^ ttom da^ifti to 
aavera poataurgleal dapraaalon <118)t 

Age,, prasorbid paraonalltyp the dagrae of ayrgM satilLatlon, the 
raa^tiona of family and eloae frlanda ara all involved I^a the afl^^t^iiil 
raaetiona of woman to thaae majo^ eurgleal ptoMteiai .Inea tha ^t^m 
and the braaata are oloaaly tied to aalt*^on^iP€ md the ^aen«a of jft^li 
idantityp the paychologiMl algnlfieanoa of h^itirtetotfl^ea and ^^^ti^' 
tomlaa muat be oafafully oonaldarad* There ^ra urkad dl ffairaneaa a@oD| 
pFofaaaional opiniona oonoanlng aoma of tha iidlcal €i.ndleatloti# for 
thaae pfooeduraa and about the ftaquenoy with whUh they mtm paft^^i^ 
Baeauaa moat autgaona are many aome orltiea havMUiitic^ied whathat thi 
emotional Implioatlona for vomen of hyataraet^^ai and n^mmtm^twie^ lift 
adaquataly conaldared and whether other optiong mil lUff lai^ently wat|hd< 

Why are women mora frequently dapraagad? Ol^iii th# imm^t that w^iif) 
report mora dapraaalva aymptoma and are aleo tt^iciii l^^t tian^ly lofSi^Uy 
dlagnoaad aa dapraaaadp the qyeatlon baaomiag Hhy? Thraa p^gatM^ 
axplanatlona that are not mutually axoluslve hav% l|gn ot£m^j.Tmi t 

It The ^tlfaet Rypothaaia« 
2« The Biologieal Hypothaaia. 
3ft The faychoaoolal Rypothaala« 



Tha attlfaat hypothaaia. The firat of thes%^ ik artllamet hypotiia^iii 
poitulataa that dapraaalon la actually equally eOMon Is both Vomtf^ d 
man I but that woman are more likely to label th@siiivia of to ba lab^ili^l 
aa "dapraaaad'* baoauaa of their greater wililpaia m^o eaeH t^hlp 
Ineluded in thla asiplanation la the poaelbilitey ^hUgalf Aea&lon ai %m 
provider ''ataraotypaa'' whieh Inoreaaaa the llkiliM ihat vomen wt^l ti 
dlagnoaad aa **dapreaaedft" A raaant atudy found bo avidt^&aa to aypl^art 
thla hypothaaia • Woman and man, matched for gf^ftoi lav#l^i were aqUi^lly 
likely to labal thamaalvaa aa depraaaed and to b^ lo dlag^^aad by tt^ttti 
Intarvlewara* Tha authore oonoluded that th% iindar silf£eren€ei iii 
depreaaion that have been found are not artlfaatualiM but iu^tiH 
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aceurataly reflsct raality (123). Mhlla some part of these differences 
say still be an artifact, the present cDnsensus of many reEearchera is 
that gender differences in depression are predominantly real. 

Ibe biological hypothesis* The biological hypothesis posits that women 
are more vulnerable to depression because of the biological effects of 
the female reproductive cycle and sex linked genes or both. If this is 
so* recent research on the psychobiology of those depressive subtypes 
more characteristic of women may provide new clues as to the etiology of 
depression In women. Interpretation of research data also suggests that 
the steroid sex hormones may affect the brain physiology of brain 
neurotransmitters In ways that may have clinical significance « Since the 
response to antl^depressant drugs may vary among the clinical subtypes of 
depression that are mm% related » the possibility of gender-linked 
response for treatment also deserves to be explored* In fact* there have 
been several reports of an age-sex effect on treatment outcome with a 
variety of antidepressant drugs. If female sex steroids contribute to 
some kinds of depression In some women , then this would be another sex 
speeific stress factor. The finding of possible testosterone cycles in 
men supports the value of studying the relationship of sex steroids to 
mood and behavior in both women and men (113). 

The psychosocial hypothesis « The psychosocial hypothesis takes two 
forms. One emphasizes the importance of demographic variables in 
understanding gender differences In depression^ thm other stresses 
learning and sex roles as causal actors leading to depression. 

Marital status Is an example of a demographic variable related to 
depression. Harried people generally have fewer depressive symptoms than 
do those who are unmarried* regardless of gender (108). Eowever* survey 
data have also shotm that average depression scores were higher In women 
than in men when these women did not live in their own households, 
regardless of whether they were married* divorced or separated* or had 
never been married. Widowed women and women who were never married* but 
who lived In their own households* by contrast* had about equal"or 
lower-depression scores to those of men (124). A related finding In 
some* but not all* studies Indicates that married women who work outside 
the home have less depression than those who are housewives « ^ployment* 
it has been suggested* reduces the vulnerability of women to life events 
that might increase the probability of mental disorders (125) • 

Otheif demographic variables that have been found to be related to 
depression are age* education* and socioeconomic status—Including Income 
level^^ccupatlonal status* and work roles. Indicated* younger age 

groups (those 18 to 24 )• those with lower levels of education* Income and 
employment I and those who are physically ill, have higher rates of 
depression than those more favored. Individuals with these eharacterls- 
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tics mrm thought to be more likely to feel helpless » to have low self- 
esteemp and to experience higher gtress (126) • With the exception of the 
age variable » women are more likely to be disadvantaged eompared to men 
in all the other categories* 

The second aspect of the psyehosoclal hypothesis Includes learning and 
cogfiitlve explanations. Several related models » vim » j a "learned 
helplessness" model, a "reinforcement theory" model » and a "cognitive" 
model have been developed* The learned helplessness model originated In 
animal research p but has since been confirmed in hmfian experimentation. 
Dogs subjected to inescapable shock as part of their learning are poorer 
at escaping shock than those subjected to shock from which they can 
escape even when experimental conditions later make escape possible fer 
both* ^e dogs who could not escape the shock apparently learn initially 
to be helpless* This laboratory phenomenon is thought to be analogous to 
human depression* 

if individuals believe that they cannot control the outcomes of their 
actions they become depressed regardless of whether these beliefs 
correspond to objective reality* Pursuing the analogy, women are more 
often encouraged to think of themselves as "helpless" than men are and 
thus more likely to become depressed* Hadloff and Monroe (126) cite 
numerous studies of child rearing and adult behavior which can be 
interpreted as "helplessness training" for feules* In a related velnp 
the reinforcement model stresses the lack of^ or low rates of, positive 
reinforcement in precipitating depression* Fewer rewards lead to fewer 
responses and greater passivity which , in turn, result in still fewer 
rewards* The subordinate role of women In our society is postulated as 
offering fewer rewards to them than to men* This also predisposes them 
to depression (126) # 

The cognitive model of depression Is derived from clinical observation of 
depressed patients who tend to aasmie personal responsibility for 
failure* Depression is characterlEed by negative expectations and a 
strong conviction of personal Inadequacy* ^e depressed Individual 
denigrates the past and is pessimistic about the future (127)* Again , 
sex roles and gender stereotypes are invoked to explain why women are 
more likely to have such attitudes than are men* 

As indicated, these several hypotheses need not be mutually exclusive* 
Although the gender differences in depression and other mental disorders 
are probably real, the greater willingness of women to admit to emotional 
distress and to seek help* may exaggerate those dlf ferences^^and be 
reflected in the epidemiological data* Awareness of present or past 
premenstrual dysphoria in some women may also influence their behavior 
and self— perceptions * Finally p the psychosocial factors that have been 
invoked might be expected to play a role with^^or wlthout^'-a biological 
predisposition toward depression* 
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The paradoxical Incraase In depression reflected In the rising rates 
attempted suicide In women at a time of iQcreaslng role flexibility may 
be explained by a dlserepancy between the rising expeetatlons of women 
and continuing reality. According to this view, depression Is more 
likely to occur when aspirations are raised , but thwarted by still 
dlscrimioatory conditions than when things are at their worst (128), 

In their comphrehensiye review of sax differences in the epidemiology of 
depression » Weissman and Klerman (128) emphasized the contribution of 
psychosocial and biological factors to higher rates of depression in 
women. Includet: were cross-^cultural studies of depression In cultures 
ve::y different from our own* Longitudinal studies of women who do not 
assume traditional female roles in those countries In which increased 
f^m&lm emancipation has occurred would also be valuable In assessing the 
contribution of psychosocial factors in depression in women. Consistent 
diagnostic criteria and broad cosmunlty^based epidemiologic research are 
still needed to overcome biases in reporting and response that may 
distort present data# 

Scbl£dphranla# SchlEophrenia comprises a group of disorders more 
correctly referred to as the schizophrenic disorders, ^ese are believed 
to be equally cotmnon in males and females. Age of onset is usually 
adolescence or early adulthood. Schisophrenics are typically disturbed 
in one or more of the following areas i a) content and form of thought ^ 
b) perception (usually hallucinations)* a) affect (blunted or inappro- 
priate), d) sense of self or identity, e) volition and self-direction, 
f) interpersonal relations p and, g) psychomotor behavior. Dally 
functioning is seriously disturbed and self--care may be impaired t 

Although many investigations have demonstrated a genetic disposition 
toward schizophrenia, environmental , and psychological factors are also 
believed to be Important. More recently, the concept of vulnerability 
has beep stressed » The more vulnerable the Individual, the more likely 
it Is that repeated episodes will occur (129). nm consensus is that 
schizophrenia is up to six times more comon In lower socioeconomic 
groups . 

Mthough most surveys have found schizophrenia to be equally prevalent In 
both sexes, some researchers believe sex differences may still be 
important. In an institutional setting, schizophrenic women have been 
described as more agitated and aggressive, less social, and less manage- 
able than males (130). toe explanation for this may be that schizo- 
phrenic women with those characteristics are more likely to be 
hospitalized than those who are more tractable and unaggressive » 

The preponderance of male subjects in the studies that have ^mmn done may 
have obscured important gender differences in etiology and disease 
course. Mong the reasons for this preponderance of males are i 

• Some studies have been done in Veterans Administration 
Hospitals where male patients predominate. 
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• Males may be more common In %hm younger, aeutely 111 
patients who are more often studied than are patients 
with ehronlc disease* 

m Drug studies sometimes prefer to use male subjects to 
avoid complications of drugs resulting from the 
physiological change with the menstrual cyela* 

• Behavior rating scales are frequently more suitable 
for evaluation of males or have been standardised 
using males « 

A recent review of sex differenees in schizophrenia concluded that women 
schizophrenics are more often characterized by better premorbid compe^ 
tence^ later onset of Illness and "atypical" schizophrenia. The author 
also points out that Is has usually been assumed that schizophrenia Is 
the same disease In both sexes | and that possible sex differences have 
rarely been Incorporated Into theoretical models (131). Women who are 
diagnosed as schizophrenic also have been described as showing more 
affective symptoms while men are quieter and more withdrawn « 



Prlwry timgBumtmtlvm Desentla. Mzhelmer's disease Is one of the 
disorders in the category of primary degenerative dementia. From 2 to 4 
percent of those over the age of 65 are estimated to have primary 
degenerative dementia and its prevalence increases with age* There are 
few cases before the age of 49. Because of their greater longevltyj 
Alzheimer's disease Is a more serious mental health problem for women* 

Alzheimer's disease Is an organic disorder In which brain atrophy and 
other histopathologic changes occur- The disease has an Insidious onset 
and deterioration progressrs until death ensues » Memory impairment p 
often accompanied by personality changes such as apathy, lack of 
spontaneity, and withdrawal are early signs of Mzhelmer's disease* In 
later stages of the disorder » Individuals become mute. Inattentive , and 
totally unable to care for themselves* 

AmdLety Mserders. As the name anxiety disorders implies p the most 
prominent feature is either generalized anxiety when confronting a 
particular object or situation* The anxiety may range from a transient 
and relatively mild feeling of apprehension to an almost paralyzing 
Irrational terror* 

Among the anxiety disorders, are the phobic disorders or phobic neuroses » 
including simple phobia and agoraphobia | and simple or specific phobias 
including the fear of animals, claustrophobia, or other fairly 
circumscribed fears * 

Agoraphobic Individuals are afraid of sudden Incapacitation, including 
the possibility of loss of consciousness In a public setting where 
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Appropriate hilp may net be available* Such an individual beeomta 
homebeundi fearful of public plaeea* Normal aetlviciee sometimea bteome 
■0 eonatrloted that the phobia dominates the pifaon*a life* Thia phobia 
uaually begine in late adolesoenoe or the aarly 20a • It haa been 
estimated that at any one timoi more than a milllen women in the United 
States find their lives limited by this overvhelaing fear and panio 
(131) • Antidepressant drugs are widely used as a treatment for 
agoraphobioB with panio attaok Howeveri most elinlelans eontinue to 
treat these disorders oon jointly iiith behavior therapy (repeated gradual 
exposure to the stimuli generating fear under oonditions of relaxation) 
and psyehocherapeutio drugs* 

i^xiety states or anxiety neuroses inelude panie disorders • They also 
usually begin in late adolesoenoe or early adulthood i but may appear at 
any time. Fanio attacks are oharaoterlsed by sudden onset of extreme 
fear and apprehension i and are often aeeompanied by feelings of impending 
doomi Physioal symptoms such as palpitations i f aintness i dlsiiness i 
sweating I and breathing dlffleulties are nedessary for the diagnosis* 

Despite the large numbers of victims of anxiety disorders i research in 
this area has lagged behind research on depreaslon and sehlEOphrenla* 
The diagnosis of an anxiety disorder is considered by many experts to be 
problematical and the treatment for it inadequate (132) • Theories 
concerning the etiology of these disorders range from the psychoanalytic i 
with Its emphasis on repressed sexual conflict i to behavioral models 
emphdsieing conditioning and other learning* niere are few adequate 
explanations for why women are more susceptible* Fatslve dependent 
personalities are believed to be more likely to develop agoraphobia 
suggesting that sex roles and "learned passivity" may be important in the 
etiology of anxiety disorders* As with agoraphobia i treatment often 
emphaslEas progressively increasing the patient's exposure to stimuli and 
situations that are anxiety^provoking uctll the fear no longer occurs* 



Sosatofon Disorders* In somatoform disorders i the essential feature 
is the development of symptoms suggeetlng a physical disorder for which 
no organic basis Is evident* This group includes the somatiiation 
disorders* 

A somatization disorder is marked by recurrent multiple somatic complaints 
without an apparent physiological or anatomical cause* Onset Is usually 
before age 30 and follows a chronic but erratic course* Such a disorder 
is estimated to occur In. 1 percent of females and is rarely diagnosed In 
males* Individuals suffering from It usually have had numerous medical 
evaluations * 

In conversion disorderi sometimes called hysterical neuroslSp there is a 
lass — or s^rked change—- In physical functioning which is attributed to an 
underlying psychological conflict or unconscious need * ^'Classical" 
conversion symptoms Include paralysis i selaureSp blindness » and other 
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sysptems suggeBtlve of naurologlcal disease, which agalnp are without 
apparant physleal basis. Histrionic aad dependent personality disorders 
diagnosed more frequently In women than In men are predisposing 
conditions in the development of these conversions* While onee quite 
common I such disorders are now rarely seena 

Psychogenle pain disorder, Involves severe and prolonged pain that cannot 
be adequately explained on a physical basis ^ Mthough It may begin at 
any time In life. It typically begins in adolescence, or early adulthood 
and severe psychosocial stress Is believed to be etlologically Important. 



Dlgsoclatlve Maorders. Dissociative disorders include psychogenic 
amnesia and the rare condition, multiple personality. In psychogenic 
amnesia, the person is unable to recall important personal information. 
The memory loss is too extensive to be explained by ordinary forget- 
fulness and Is without an organic cause. The amnesia may involve a 
specific period of time ©r date from a particular point until the 
present. In some cases, the Individual's entire past My be forgotten. 
While most comon In females in their teens and twenties, dissociative 
disorders have also been reported In young males under conditions of 
wartime military stress. 

Multiple personality, while rare. Is well known because of the 
popularized accounts of it. It is moat often found In a young woman , who 
displays two (rarely) or usually more, separate and distinct 
personalities, ©n^ of which is dominant at any one time. toch is 
Integrated and complex with unique aemoriea, behavior, and social 
relationships. Changes from one personality to another are usually 
sudden and often the result of, or accompanied by, psychosocial stress, 

A recent review of patients with multiple personality disorder stressed 
the fact that these patients much more commonly have been sexually and 
physically abused in childhood than other patients. Abuse eKperienced 
has Included repeated sexual abuse, beatings, cuttings, and burnings. 
Some patients were locked in closets or tied up. Four out of five 
reported repeated physical abuse | nearly three out of four experienced 
sexual abuse. This pattern of abuse is believed to have etiological 
significance. Patients frequently report that developing alternate 
personalities was the only way that they could escape these painful 
experiences (133, 134), 



Fersoo&lity Disorders^ Personality patterns, which are Inflexible and 
maladaptive or both and which Impair social or vocational functioning, 
are called personality disorders. Those more coraon in women are 2 
histrionic personality disorder, borderline personality disorder, and 
dependant personality disorder. 

Histrionic personality disorder (sometimes termed hysterical personality) 
is common and characterized by overly dramatic, excited, and intense 
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behavior. These v@men are often deseribed as shallow and ^nlpulaclvei 
and thai? Intei^personal relationships are topically ynsatisfaetory and 
storay • 

Borderline personality disorder la a relatively recent , less well defined 
and even more eontroverslsl diagnosis than the others in this eategory% 
Instability In interpersonal behavior , mood and self-image are hallmarks 
with frequent impulsive, unpredictable and self-destructive behavior. 
Inappropriate anger, uneertalnty about gender identlf Ication, and about 
long-term goals and values, together with feelings of emptiness or 
boredom are also comon. 

Dependent personality disorder le characterised by the individual 
assimlng a passive role and permitting others to take responsibility for 
major areas of her life. ^Is type of woman subordinates her needs to 
those of others upon whom she is dependent, often with accompanying 
anxiety and depression. 

Little research has been done on the causes and treatment of these 
personality disorders. The use of these diagnostic characterlEations 
have also generated considerable controversy. Feminists and others 
concerned with sexism in mental health studies have argued that the 
diagnostic descriptions are caricatures of ways In which women are 
traditionally encouraged to behave. 



Eating diBordersc The eating disorders— anorexia nervosa , bulimia ^ and 
obesity have received considerable emphasis in both lay and professional 
publications in recent years « All are more common In women and two of 
the^^^anorexla nervosa and bullmla^-oecur almost exclusively in women « 
Each is complexly related to social attitudes and expectations regarding 
body lioage which more profoundly affect women than men> 

^otBmlB narvosa« Anorexia nervosa haS| as its essential elements, 
dramatic weight loss, intense fear of becoming obese, and a refusal to 
maintain normal body weights As weight loss Increases » such signs of 
starvation as amenorrhea, hair loss, hypothermia » slowed heart ratet and 
hypotension appear. If untreated, this disorder may lead to death either 
from severe malnutrition or from suicide. Anorexia occurs primarily In 
women"95 percent of the cases-*-and as many as 1 In 250 females between 
ages 12 and 18 may develop It. Some cases have recently been reported in 
older women as well. 

Clinicians stress the **relentless pursuit of thinness" as the central 
psychological feature of the illness and emphasize the profound mlspercep^ 
tion of body image • This is of delusional proportions and leads to 
compulsive dieting, purging, vomiting, hiding of food| and a paralyzing 
sense of Ineffectiveness. Objective criteria used for diagnostic purposes 
include a loss of about a quarter of the usual body weight and the other 
physical signs of severe undernourishment already described. 
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BuUvla. Byiimi* has thtmm hallmafkii 

• Ipliodla binge eating with an awareniss that this 
psttefn Is abnormal 1 

m Binge eating imlXoyfrnd hf exeessiva dieting, vomiting , 
and the use of laxativee and diureties. 

e Sepreaaion aooompanied by aelf "deprecating thoughts 
fallowing the food binges* 

Like women with anorexia, those with bulimia exhibit great oonsern about 
their weight 9 making repeated attempts to eontrol it. nieir 
preoeoupation does not, however # approach the delusional proportions of 
the anoraxiei In one study the students reported having experienced the 
major symptoms of bulimia • Nearly nine out of ten (S7 percent) of these 
were females* They typically had a history of being overweight or were 
in the upper portion of the normal weight range (135) • 

A double blind study of bulimic women using the antidepressant, imlpra- 
mlne, showed that these patients were responsive to Imlpramlne and to 
other anti-^depressants. ^Is suggests that bulimia may have a blo" 
chemical as wall as an emotional basis andp possibly, a pharmaeologloal 
cure* The rate and time of response to the drugs paralleled that of 
patients being treated for depression (136). At present » the possible 
connection between bulimia and the affective disorders is not well 
understood* 

Obesity Is not generally associated with a distinct pyschologlcal or 
behavioral syndrome* It is, however, associated with certain physical 
lllnesaes such as hypertension and gall bladder disease, niere is good 
clinical evidence that psychological factors frequently play a role In 
the development of obesity. By the usual criteria of normal weight, the 
overall ratio of obese women to obaae men la estimated to be 3 to 2 and 
by the age of 30, women are more likely to be pverwelght than men. Thoae 
of lower socioeconomic status are more comonly overweight because of 
their Btarch'^basad diet. 

The greater prevalence of eating diaorders In women is probably related 
to the extreme valua placed on alenderness In women in our culture, 
fhare is avldence that women are more harshly penalised for being 
overweight than men. This profound aBphasls on slimness Ignores obvious 
genetic differencea in body types , sybordlnatlng theae to an esthttlc 
Ideal of slimness. It also Ignores the evidence that enduring loas of 
weight is very difficult for most Individuals to achieve deaplte their 
strenuous efforts (137). Horaover, for many women, the Inablilty to 
control food Intake and body weight becomes an index of a general lack 
lack of control over their lives* Thus, It may be a Ignlf leant 
contributor to continued feelings of Inadequacy. The preoccupation with 
slimness Is also balieved to play a role In stimulant buse In women. 
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I^eataent: Settings* As ve have noted p much of our knowledge about the 
gender^related frequency of mental disorders comes from data on patients 
who have been treated* Patients with mental disorders are seen In a 
variety of treatment settings « TOese Include the primary health care 
system (6) as well as the specialty mental health sector (138) • 

As many as one in five patients in primary health care systemi is 
estimated to have a treatable psychiatric disorder (139). About 
three^f ourths of those diagnosed as having such mental disorders are 
female (140) » 

Three out of five patients with mental disorders, regardless of gender , 
seek help from the primary health care systemi only 20 percent are seen 
by mental health professionals # Because most patients with mental 
disorders are seen within the primary health care system, it has been 
referred to as ^the de facto mental health services system" (138), In 
one study of over 11,000 patients who sought help from 57 Internists and 
general practitioners ^ 6 percent said they did so specifically for 
emotional stress or to be counseled | 4 out of 5 of these were women 
(141). In about half of the patients diagnosed as having a psychiatric 
disorder I It was indicated that envlronnental stress played a causal role 
or precipitated seeking help (142 * 143). Most patients with emotional 
problems who are seen within the primary care system are given a brief 
interview and a prescription for a psychotherapeutic drug (144). 

Since women predominate among those requesting help for emotional 
problems within this system and the use of a tranquilizer or other 
daytime sedative is the usual treatment, it is not surprising that women 
more frequently use such drugs. Although eKcesslve use of psycho^ 
therapeutic drugs can be a problem, national survey data indicate that 
most patients receiving these drugs limit their use to the prescribed 
purpose (38). 

On balance I concern about potential abuse must be tempered by the 
recognition that these newer anxiolytic (anxiety relieving) drugs are 
very useful In helping patients cope with emotional problems particularly 
when these are exacerbated by temporary environmental stress. An earlier 
extensive review of the use of psychotherapeutic drugs by women concluded 
that "the prescribing of these drugs is largely rational. While the 
report noted the need to be alert to possible abuse. It emphasized that 
appropriate use "should not be discouraged for those suffering from 
disorders for which these drugs have been shoim to be safe and effective" 
(145). 



Deinatitutlonaiisation and womeii. Delnstltutionalliatl©n~the policy 
of encouraging mentally 111 or otherwise disabled Individuals to live 
outside of mental hospitals or other public instltutlons^^has had far 
reaching effects on women. Wiile there are positive effects of this 
policy, there are also important negative implications that are likely to 
be greater for women than for men. For example; 
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• Whan homelessness for mentally 111 WDmen results, 
there are very few shelters catariaj to their needs. 

• Women are more frequently exploited sexually as a 
result of deinstitutionalization. 

• Seriously mentally ill women are more likely than men 
to have direct child care responsibilities and thus 
this type of disability may have greater impact on a 
second generation- 

• Women as the "caretakers'* in our society are more 
likely than men to have responsibility for those 
released from institutions or encouraged to live 
outside of them* 

Mthough there is agreement that these are among the likely oonsequences 
of deinstitutionalization p Bachrach*s very recent review of the 
literature (146) found little systematic data on any aspects of these 
problems* One of the few areas that has been examined is the need for 
family planning services that are suited to deinstitutionalized women 
with serious mental Illness, Family planning services are Important 
because many chronically mentally 111 women find parenting specially 
stressful and require information and guidance about contraceptive 
methods that are most suitable for them (147). 

The vulnerability of chronically mentally ill wotten to sexual exploita- 
tion and violence has been noted , but how frequently thse women 
experience such assaults is not knoTO. ^ong homeless women, the problem 
Is likely to be magnified by the dearth of public shelters. While such 
facilities are in short supply for both sexes, the shortage is even 
greater for women. Moreover, when facilities are available ^ a double 
standard for admission is likely to prevail* Women»s shelters are less 
likely to admit women who are drunk, who use hard drugs, or who have 
physical disabilities (148). 

Lamb and Grant (149) who studied Imates of Los togeles county Jail 
describe the diversion Into the criminal system of chronically mentally 
ill women who would have been unlikely to have been Jailed prior to 
deinstitutionalization. The criminal Involvement of these women resulted 
from difficulty in finding housing, use of prostitution as a means of 
support, acts of violence against them, and their inability to obtain 
adequate psychiatric care* 

Stoner (130) in her recent review of the literature on homeless women, 
points out that '"there Is^ considerable documentation to indicate the 
presence of large numbers of severely disturbed individuals in streets 
and shelters p many with histories of psychiatric hospitalization*'' One 
informal census of a Los togeles skid row district estimated that 90 
percent of the women were mentally 111 and had been hospitalized for 
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psychiatric disorders « Stoner also uiiderscores evidence that there are 
proportionately fewer shelter facilities for woman- When they do exist , 
they tend to have lover statidarde of care than do facilities for men. 
The poor quality of these facilities and their very limited availability » 
Stoner asserts , makes the hazardous life of the streets comparatively 
attractive « 

Although the e%aet dimensions of these problems are not known, there is a 
consensus that the needs of women who are chronieally mentally ill and 
who have been deinstitutionalized are not being met- 

When women serve as caretakers of those who no longer reside In 
institutions » the burden of that care is likely to be especially 
onerous. There are few public mechanisms for providing any respite for 
these women from this demanding role. Agaln^ few statlstles e^istp but 
there Is little question that this is a significant problem. 

Finally* there are little data on the extent to which serious mental 
Illness of deinstitutionalized mothers affects their children. 



Violeaea mnd vlctii^Eatiaii* Violence and victimizations problems to 
which women are particularly vulnerable have serious effects upon the 
mental health of women. This brief discussion will be devoted to those 
areas In which some p data are available or in which some educated guesses 
can be made. It will not deal with the many other types of destructive 
behavior that may have disproportionate Impact on women victlms~and 
their mental health~but for which no data exists 

A significant factor In the vietlml^atlon of women may well be that they 
have often learned to be more helpless and passive than men. But any 
thoughtful discussion must also take into consideration the sociocultural 
and psychological factors that play pivotal roles in the vlctlmlzer's 
disposition to commit rape or other types of violence. The many ways in 
which the society tolerates or even encourages this behavior must also be 
considered. Cultures—and subeultures^^if f er markedly in their rates of 
violence 9 semial abuse , and seKual molestation. I^lle much has been 
written p and some research has been undertaken ^ our knowledge Is still 
seriously deficient regarding what in our society contributes to these 
problems* Still less is known about how violence might be more 
effectively prevented. 

Batterad wo^rn* The problem of battered women is found In all 
communities 1 among all classes and ethnic groups. Like the other 
problems having mental health Implications discussed in this . section , the 
extent of the problem of battering Is, at bestp an educated guess. One 
large scale study reported that 3.8 percent of married couples admitted 
to at least one physical attack on the wife during the year'^^a total of 
IpSOOpOOD wives beaten annually if the sample figures are eKtrapolated to 
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the total population (151) • Stark and others (152) on the basis of an 
analysis of data from an Mergency room setting, observed i 



• ••vhera physicians saw 1 out of 35 of their patients as 
battered p a more accurate approKlmatlon is 1 In 4 1 where 
they acknowledged that 1 Injury out of 20 resulted from 
domestic abuse, the actual figure approaehed 1 In 4. What 
they described as a rare occurrence was In reality an 
event of epidemic proportions. 

It is difficult to do more than speculate about Just what the collective 
repercussions of this behavior are for the mental health of women. But 
there can be little question that they are serious. 

lapa. Although rape and seicual assault are problems of considerable 
Itudej adequate data on their incidence and prevalence are lacking, 
i 1982, Federal Bureau of Investigation (FBI) statistics estimated that 
/6 out of every 100,000 females in the U.S. were rape vietimsi the total 
number of reported rapes was 77,763* But this, it Is generally agreed, 
is a minimal estimate, certainly a gross understatement, of the actual 
extent of rape. Surveys done by the U*S. Department of Justice have 
found 2 to 3 times as many unreported as reported rapes. A 1978 study by 
the National Center for Friivention and Control of Bape suggests that the 
total number of rapes and attempted rapes may be 23 times as high as FBI 
reports indicate* This survey also suggests that 2 out of 5 women have 
experienced rape or attempted rape at least once In their lives (132). A 
random sample of 930 California women using well trained persons 
conducting in-depth Intemews, found that 1 in 3 had been raped one or 
more times. Nearly half (44 percent) described one or more attempted 
rapes (153). 

the weight of demographic evidence Indicates that the risk of sexual 
assault is hlgh^-in 1981, 1,500,000 women are believed to have 
experienced rape or attempted rape. Ihose at highest risk are 
adolescents and young adults. Blacks at every age, single women, 
students, and women of lower socioeconomic status. 

Elderly women, while less often raped, often live in profound dread of 
sexual assault and Its possible consequences. A eomon overriding fear 
of these women Is not the sexual assault Itself, but of possible bodily 
injuries that may leave them permanently incapacitated (154). Many older 
women live alone in neighborhoods that have deteriorated, in public 
housing, and high crime areas. A 26-clty study of several hundred rapes 
found that the fears of these women are often Justified since women over 
35 were about 50 percent more likely than younger women to incur 
additional injury beyond the rape Itself, ranging from cuts and bruises 
to knife and gunshot wounds (155)* 

The IttDedlate psychological consequences of sexual assault are often 
severe. Rape victims are frequently subject to feelings of depression, 
fear of death, sleep dlsturbanee, nightmares and feelings of worthless- 
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ntiii and •slf^blene. Other f?tqu«nt eoneeqytnsei mtm %hm inability tQ 
leava hoes f@r m^rt than short piriedi of timsi a meed to ahangt 
raaidifiMi and lapalrsd work parformamea- Sanual and marital problsma 
following the tiipirianea are ooraont Theaa •hort-tena reaetiona 
eonatitute the aoate phaae, a period of psyohologioal diaequllibrlum 
reiulting from having esperiensed a profoundly threatening event • The 
proeeae of peyehologioal reoovery ie leaa elear* Follow*nip etydiea ehow 
different patternat About one-third of women viotimi report recovery 
over a period of monthi, but the remaining two-thlrdB deaoribe a more 
prolonged reoovery period requiring eeveral yeara which are often marked 
by eontinuing anxiety and fears 



Sexual abuee of ohildren* Data on the seicyal abuse of ehildren are 
even more elueive than thoae in the oeourrenoe of rapet The National 
Center on Child Abuae and Kegleot eatimated that 44|700 children were 
aexually abuaed by a parent i guardian » or other oaretaker in 1910 > Aa 
with rape I it la likely that women oonaiatently report that one-fifth to 
one*thlrd were aexually abuaed at aome point in their ohlldhood (133) • 
Ruaaell (153), baaing her findinga on a random aample of Qilifornla 
women I found nearly 2 out of 5 (36 peroent) had sexual oontaet with an 
adult male during ehildhoodt 

Effecte on ohild vlotims inolude depression i guilt , learning dlfficul- 
tieai later aaxual promlaouityi running away from hose, aomatio 
complaints I and hysterioal seiiurest Some studies report minimal 
effsets* Others show that women who are drug abuaera and alooholies 
often report having been seKually vlotimised as ohlldren* 

Sexual dyafunotloni negative aelf-imagei and Interperaonal dlffloultlea 
also have been related to ehildhood aexual abuae • Bventa aueh as rape 
and aenual abuse ooeur in an Individual eontent In whloh the victim 'a 
overall mental health plays an important role (156) • As with other life 
experiences , individuali differ markedly In their psychological reail- 
lency* This mey explain the diaparate findinga regarding the duration to 
recovery and frequency of associated aymptomst 



Women, Substance Abuse > and Mental Health"The Common Threada 

For convenience I we have diacusaed alcohol dependence, other drug abuae, 
and the mental health of woman as though each were a aeparate problem in 
a discrete population* But we have alao noted from the outaet that, In 
reality, the antecedanta, the correlatea, the reaultlng problemei and 
more importantly, the women thamaelvea ahare Important aimllaritieat 
This Is hardly aurpriaing alnce persona atruggllag with emotional 
problema frequently use one or another paychoactive aubatance to eaae 
their paychlc paint While there are large individual differencea In the 
clrcumatancsa which lead women to abuae eubatancea or to develop emotional 
problams this aaction la concerned with ahared ehafacteriatlca~"the 
comon threada in the orlgina and life experiencea of all theaa woman « 
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No dlicusslon ©f these areas can Ignore tha perelstent ways In whlGh 
gender Is involved In self-evaluation | the perceptloni of others^ 
Including those of health care providers | and personal and societal 
expectations. 



Social ■tlpmtiMtion* A recurrent theme in relation to women with 
problemg of alcohol and other drug dependency Is the greater stigma that 
society — ^and the women themselves— attach to their substance dependency. 
While there is general agreement that this Is so^ documenting what are 
often covert norms is more difficult* toupfer (157) in her review of the 
norms surrounding drinking In women, cites a 20-year old survey reported 
by Clark (158) in which three-quarters of those sampled thought drunken* 
ness was worse for a woman than for a man* Although there is undoubtedly 
greater tolerance for women who drink now, ^upfer stresses that there is 
little basis p for believing that there has been an increase in tolerance 
for drunkenness in women. A study ©f women entering alcohol treatment 
found that the overwhelming majority — 84 percent-perceived themselves as 
more rejected than men because they were problem drinkers (159). 

There Is no reason to believe that women seriously In volved with other 
drugs feel any less stigmatized* With respect to women addicts, Nurco 
and others (57) observed i 

"A pervasive theme running through the female addict's 
experiences. * *ls her perceived position as *the lowest of 
the low' from which there is little chance of return (in 
contrast with men who have always been able to regain 
respectability after being 'down in the gutter'"). 

While acknowledging that this feeling of self-abasement has changed 
somewhat in recent years, these investigators (and others) stress the 
greater devlancy of women heroin addicts compared to male addicts. 
Although oplate^dependent women are an extreme eKample, women abusers of 
other drugs probably feel more guilt and shame than their male counter- 
parts. Since women generally have been found to have lower levels of 
self-esteem and more anxiety and depression than men, this conclusion Is 
nearly inescapable (47). 

Lass serious emotional problems In women may be more **soclally acceptable" 
than In men because of gender stereotypes regarding women's emotionality. 
However, the greater involvement of women In child rearing, concerns about 
laslng their children, and society's lower tolerance for more serious non- 
conformity in women may make major mental Illness a more serious emotional 
threat for them than for men. It may also cause them to avoid seeking 
much needed help. Little data exist on this point. 

The result of one study showed that subjective ratings of the seriousness 
of various ajToptoms were influenced not simply by the gender of the 
raters but by how appropriate, to one's sex role, the particular symptom 
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was in reaetlon to a specific eituation (e.g* a male crying might be 
gubjectlvaly judged more serious than a woman responding by beeomlng 
tearful in a similar context) (160) • Since women with emotional problems 
frequently abuse alcohol and other drugs i their views of themselves may 
be further eroded by their substance dependency* 

Role anpactstians* We have discussed the contribution of gender^related 
role expectations to depression, but similar factors probably contribute 
to other psychological disorders as well as to the abuse of alcohol and 
other drugs* The traditionally subordinate status of women, their 
frequently dependent roles, and lesser economic and social self^suffl^ 
clency are considered by many researchers and clinicians to be signlfi^ 
cant factors in the etiology of their substance abuse (56, 137) • Such 
factors have also been linked to the preference of some women for 
passively coping with problems by using prescribed psychoactive drugs 
(77, 78, 79) « Women are much more frequently initiated into early or 
more deviant forms of drug abuse by members of the opposite sex than are 
men« This has been interpreted as an indication of the masculine focus 
of cultural authority and of Justifying use as legitimate (47) • As 
noted, husbands are far more likely to influence their wives to drink 
than the reverse ^ since a person of supposedly superior status Is more 
likely to alter the behavior of someone of "lower status • " 

While these assertions are supported by research data, there is much 
still to be learneds Much less Is known, for example, about the roles of 
husbands In the development of alcoholism In their wives although the 
role of wives in subtly encouraging alcoholism In their husbands Is often 
emphasised (157) « Since women's roles—^and those of men~are In a rapid 
state of flux, the impact of these recent changes has only begun to be 
assessed. These changes create a "natural laboratory" in which it should 
be possible to more adequately examine the role of economic and social 
factors in the development of substance abuse and emotional problems in 
women • 

Depressive ayvptoiiB* As we have discussed, there is good evidence that 
major depression (unipolar type) and depressive symptoms are more common 
in women than men# If the data available are accepted at face value, 
depression and associated s^ptoms are about twice as comon in women* 
Even assuming that this higher frequency is somewhat Inflated by the fact 
that women acknowledge symptoms more readily than do men or by other 
artifacts, the weight of evidence supports the conclusion that a real 
difference exists. This may partially explain why more than twice as 
many drug^related deaths In women over age 30 have been found to be 
suicides (53 percent versus 25 percent in men)* The greater frequency of 
suicide attempts by women (although not of completad suicides) may be 
another Indication that, on the average, women are more despairing In 
relation to serious emotional problems and possibly their alcohol and 
drug abuse as well* 
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ilvtp dlterderii iltep dlttufbenee li a cemen immtuwrn in aleehel 
fibuss, aleeheliimi abuia ©f other drugi and meBEal illMae. Diffieulty 
In glieplngi early avuktnlngp is eomon in dapraaiionp SadcClve" 

hypaetlea are often preaaribed for aleep diaturbanoea. Uae ©f psycho- 
active druga alao often altera norMl aleep patterni. Rebound insomnia 
frequently eecura when aedativehypnotios are diaeontinued and aleep 
diffioultiea have been reported after ohronie heavy uae of marijuana 
(161). Although there haa been little reaeareh on sale-female 
dlffereneei in aleep disorders » particularly in relation to emotional 
lllnees and aubetance abuse in womoni thla nay be a promising area for 
future atudy ainoe it is a oomon element in the several areas • 



laprddyotiTe and aesual dysfunstion. Reproductive and seicual dyafunc- 
tioni aa haa been diacuaaed in relation to aubatance abuaei ia a frequent 
complication of alcohol and other drug dependency* Lose of libido is a 
concomitant of depreaaion and of auch diaeirdera aa anorexia nervosa. It 
ia trail recognised that emotional factors play an important role in sexual 
dyif unction. Endocrine function la affected by emotional atatea. It alao 
playa a role In emotional illneat and in repwductien. It affecta the 
metaboliam of alcohol and posaibly other druga as wall. 

Although thla la a algnif leant common thread » the complex interactions 
related to aubatance abuie, emotional lllneaa, and sexual function are 
poorly underataod and there has been little research etudying these inter- 
relatlt'dnahlpa. 

Aa haa ala© been dlscuBaed» rape and sexual abuse are more common In 
women who abuie alcoh©! and other druga than in women generally and each 
•«ch form of vlclence playa a r©le In emotional and mental Illness • 
ehronlcally mentally 111 women, especially the homeleta, are at conalder- 
abla riik of being aexually asaaultad. The complex relationship of 
•exual violence and aexual exploitation to all of theae problema have not 
been adequately explored. Sexual counseling haa often been recossaended 
ai of therapeutic importance for aubatance^abualng women and may be an 
important aapect of other kinds of psychotherapy aa well. 



Bsrriera to trMtM&t. Micther comon thread running through the mental 
health and aubatance abuee literature relatea to the apeclal barrlera 
that confront wcmen In seeking, accepting, and receiving treatment for 
their alcohol, drug and mental health problems and profiting from this 
treatment. fheae barrlera may be usefully claaaifled into three 
categerieai 

t Economic and Social. 

• Profeaalonal Attltudea, Fractlces and Stereotypea. 

• Unmet Treatment Needs of Women. 



Eeonmlc and saelml banlefs* The economle reality that women are more 
likely than men to be financially dependent, less likely to have a 
work^related identity » and more likely when employed to be paid 
significantly less than men for similar work, needs little restatement 
here* But the Implleatlons that these facts have for subatance abusing 
or emotionally ill women deserves brief coment. There ean be little 
question that eeonomlc and social barriers add significant stress to a 
woman's life and are serious impediments to treatments Other aspects of 
a woman's social reality Interact with her economic problems to increase 
the burden* 

We know, for example , that the substance abusing woman is more likely to 
be divorced or separated than a nonabusing woman (47, 157 )• A similar 
situation is likely to prevail for the seriously emotionally disturbed 
woman- If she also has young children, a divorced woman Is more likely 
than a married woman to have the sole financial and emotional responsl* 
billty for her children despite straitened circimstances« As with other 
lower income single mothers, she Is also more likely to be dependent on 
public services* These facts limit treatment options for all women and 
may discourage them from seeking help* 

The woman with a serious alcohol or other drug problem who remains 
married is also likely to have marriage related problems* Alcoholic 
women, for example, are frequently (30 percent to 65 percent of those In 
treatment) married to men who are also alcoholics (158)* This increases 
the pressure on them to drink as well as encouraging them to deny their 
alcohol problems. According to results of recent research, women alco^ 
holies experience greater resistance from their families and other 
intimates to entering treatment than do men (162) • It was reported that 
women clients saw themselves as more likely than men to have problems 
with money, their children, and their friends because they enter treat*" 
ment. They not only found less encouragement to seek help for their 
alcohol problems, but encountered active opposition. Blmllarly, addicted 
women who are marrl&d are likely to be involved with husbands caught up 
in a similarly deviant life style, making rehabilitation more difficult 
(59). Only a modest amount Is known about the family interactions of 
alcoholic and heroin addicted women* Still less systematic data e^lst 
concerning the family dynamics of women who abuse other drugs or who are 
mentally ill* 

If the woman who has substance'^abuse or emotional problems is employed 
and becomes a "problem employee," her typically lower level position may 
mean that she Is more likely to be seen as "expendable" rather than worth 
costly employer^assisted rehabilitation* Since, regardless of abilities, 
a woman is mere likely to be employed at routine lower level JobSi 
impaired performance may go unnoticed ^ another barrier in seeking 
treatment (163). She may also not seek lielp out of fear of being labelled 
"mentally 111," ^alcoholic," or a "drug abuser." 

There are other economic 1|nd social barriers to rehabilitation. Women 
who have alcohol, drug, or mental health problems are, on the average. 
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more likely t© have limited education, lack job skills, and be of lower 
fiocloeconomlc status* These same factors that aggravate their existing 
problems make rehabilitation more difficult as well (56, 157) • Yet, the 
ability to earn a living and to be more independent » ean be the Important 
part of the rehabilitative process. The range of available jobSi at 
bests is more reetrictlve for women. With the other disabilities Just 
described and with emotional and substanee abuse problems, or both. Job 
opportunities may be virtually nonexistent. Minority women who must also 
contend with racial or ethnic discrimination are at a still further 
disadvantage. 



Profasslonal attitudes » stereotypes , and practices. A second set of 
barriers to effective treatment are the attitudes, practices and 
stereotypic opinions regarding women by those who provide therapeutic 
assistance. For example, a review of the diagnostic labels assigned to 
those with mental disorders has pointed out that women more often are 
labeled as having disorders that are related to the ways In which they 
conform to traditional sex-role expectations. Earlier studies have 
described what can only be to emotional health In which the Idealised 
concepts for a mature adult—gender unspeeifled — suit men better than 
women. Clinicians have different concepts of health in men and women and 
these reflect their sex-role expectations (164). In the treatment of 
females, adjustment Is often stressed and wraen^s anger is more likely to 
be labeled as "pathological" rather than an appropriate response to 
legitimate frustrations* 

In their landmark study of the gender stereotypes put forward by psychla^ 
trlsts, psychologists, and social workers, Broverman and her colleagues 
(164) make a telling point regarding persisting gender expectations by 
cllnlelans despite significant role changes i 

"By way of analogy, one could argue that a Black 
person who conformed to the •pre-^clvll rights* 
southern Negro sterotype, that Is, a docile, 
unambitious, childlike, etc., person, was well 
adjusted to his environment, and, therefore, a healthy 
and mature adult ... ^Alternative definitions of mental 
health and maturity are Implied by concepts of innate 
drives toward self*actualizatlon, toward mastery of 
the enviromBent, and toward fulfillment of one's 
potential. .Such innate drives. In both Blacks and 
women are certainly In conflict with becoming adjusted 
to a social environment with associated restrictive 
stereotypes*" 

Scales for measuring "masculinity--f emlnlty" also reflect traditional 
expectations* Itony of these scales are as much as four decades sldj few 
have been revised to take into account women's changing roles* TOus, 
they are likely to classify as "deviant," women (and men) who fail to 
conform to these earlier outdated "standards*" 
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In drug tifeattDant pro grams ^-^-as can probably be said of other programs as 
vell^'^omen hava been described as at a serious disadvantage because of 
staff attitudes and expectations « Traditional treatment programs for 
substanca abuse often are predominantly male in staffing and usually have 
predominantly male clients- There are problems likely to favor men by 
virtue of the way In which they articulate and reinforce treatment 
goals* Frograms often have male staff who may hold negative, sometimes 
sexually charged attitudes toward the woman client* Staff of such 
programs may also be insensitive to the psychological and other specific 
treatment needs of women (48) • 

The problem of sexual exploitation of women patients or clients by staff 
is also real* Some studies concerning mental health services have found 
that as many as 11 percent of male psychologists report having sexual 
contact with their women patients (165). It is likely that sexual 
exploitation of women clients by alcohol and drug counselors who are men 
also occurs* 

It Is a debatable question as to whether the markedly greater prescribing 
of psychoactive drugs for women is appropriate* While some have argued 
that this represents an iatrogenic abuse | national survey data have 
suggested that prescribed psychotherapeutic drugs are usually taken 
appropriately for the purposes for which they were originally prescribed 
(38)* Further research in this area would be helpful to clarify this 
issue * 



Special treatment needs of woaen^ A fundamental problem^ repeatedly 
underscored by numerous accounts of the special needs of women* As we 
have seen in reviews of the separate areas ^ women who abuse alcohol and 
other drugs (especially those who are opiate addicted) are likely to be 
in significantly poorer health than their male counterparts and to have 
serious gynecological as well as other medical problems* For the most 
part these health needs are unmet* In one survey ^ over half (54 percent) 
of the drug treatment clients who are women had not received a gyneco^ 
logical examination although gynecological problems are connBOn in this 
population (48)* The special health needs of women alcoholics are 
probably no better served than those of the drug dependent* 

The heightened risks to both the pregnant substance abuser and her unborn 
child also demand that adequate obstetric care be provided and good 
liaison maintained with health agencies that can provide such care (51)* 

Services I such as child care which may seem to be only marginally 
relevant, can be the linchpin without which treatment participation Is 
impossible* One survey of alcohol treatment programs in California, for 
example I found that women were less likely to enter treatment when 
provisions for child care were lacking (162)* There is also evidence 
that drug abusing women often avoid or abandon treatment because of 
conflicts around child care responsibilities* The vast majority of such 
programs make no provision to meet this need • 
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The need for vocational training, job plaeement, and educational 
counseling also is likely to be greater for women in treatment. Many 
lack marketable skills and are more likely to be unemployed than are male 
clients e Drug treatment clients who are women, for eKample, have less 
likelihood than men do, of being hired following treatment**three-quarters 
of these women were unemployed upon discharge from treatment during 1981 
(44)* Hiere is evidence that unemployed women are also more likely to 
drink heavily (166). 

Rape counseling and women only group therapy sessions concerned with 
sexuality have also been advocated for women in substance abuse treatment. 
As noted, they are far more likely to have been assaulted or semally 
abused and to hav^ problems concerning their sexuality than are 
nonabusing women (18, 36, 49)* 

Blacky Hispanic, and other minority women bearing the triple burden of 
substance dependency or mental Illness, sexism, and racism (or ethnic 
prejudice) need special help in overcoming stereotypes that undermine 
rehabilitation including frequent lack of self respect and of a poiitlve 
self-image (167) • Since they are often single parents and thus frequently 
economically disadvantaged, they are likely to have greater need for 
vocational and child care assistance. 



Summary and Conelusions 

There has been relatively little research specifically focusing on 
preventing alcohol, drug abuse, and mental health problems in women* But 
there Is an emerging consensus regarding some of the elements needed in 
effective prevention* Thmy may be usefully categorized into four areas i 

Im Social aspects* 

2* Public education* 

3> Professional training and education. 

4* Preventlon-*related research. 

Societal Aspects* Women's economically disadvantaged position plays a 
role in their emotional health and can be decisive In their rehabilitation 
should they develop alcohol and drug abuse, and mental health problems* 
Facilitating women's entry into the labor force, their remain 4 ig In it, 
and their reentry following periods of absence from It are all important 
aspects of prevention* Efforts to accomplish this must also take Into 
account women's multiple roles* Because they usually bear primary 
responsibility for child rearing, provisions for child care are 
frequently critical if women are to improve their economic status* 

Since the role of women (and men) in American society is so obviously in 
transition, encouraging the widest possible range of life options free of 
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earlier RiKyal •ctreetypee ii believed to be Important • Key liiuea here 
are altering ■tereetyple rolea which are lnaesurate and frequenlly 
deferimemtftl to women^e intereat | dlicduraglng Inappropriate dependency | 
enooyraging life akillBi job training i effective problem aolvingg and 
8elf~help| and the development of alternatives to aleohol and drug abuae 
for coping with diff ioultiea* 

There ia a need for aoeial aupport activltiea and organiiational efforta 
to provide temporary aasiatance to women during periode of life tranaition 
and erlai^i Thl^ ie eapeoially true for women who are eingle p^rentay 
abuaed apouaeai or women who are in the proceaa of divorcing or havi Just 
been widowed* Such women are at high riak of developing aubatance abuae 
and mental health problema or both* 

Women bear a diaproportlonately heavy burden for the care of family 
membera who are handicapped, chronically 111| or deinatltutionaliaed* 
^Kesplte care I " to aealat in meeting theae reaponalbilitiea and to avoid 
having a caretakera themaelvea become emotional caaualtieei ia a needed 
prevention initiative* 

Becauae of their greater longevltyi thefe are many sore older women than 
men* In addition to their frequently atraltened economic clrcumatanceai 
many of theae women auffer from multiple infirmitiea of age* If they are 
to continue to function aa Independent adult a, programa to provide 
flexible levela of aaaiatance on an on*-going baala are needed* 



PuUlc QduMtion* Determining the effectlveneaa of public edueation In 
prevention ia often difficult* There ii obvioua value in increaaing the 
Awareneaa of the general public aa one facet of prevention* For enamplei 
it ie now known that the effeota of alcohol on women are greater than on 
men even when body weight la taken Into account* Thia la the reault of 
differencea in fluid volume between men and women* Moreoveri chronic 
effecta of heavy drinking are alao likely to develop more rapidly in 
women* loth of theee facta are not well known, even to profeaaionala* 
Heightened public awareneaa of poaalble adverae effecte of alcohol and 
other druga (eig»i tobacco and marijuana) on the developing fetue can 
have a poaltlve effect* Evidence that public education In theae areaa 
haa been effective in reducing maternal alcohol and tobacco abuee la 
encouraging* The recent decline in youthful drug abuae haa alao bean 
partially attributed to young people becoming more aware of the haaarda* 



frofeeelonal tninlng and ■ducAtiont Health care profeaaionala are 
central both aa care provldera and aourcea of Information* They alao 
provide role guidance to women* Like the general public i howeveti theae 
profeaaionali are by no meana free of aenual atereotypea affecting their 
functioning* tae aource of auch atereotypea la an inadequate apprecla^- 
tion of current reaearch on female phyaiology and Ita felatlonahlp to 
mental and phyalcal aymptoma* 
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Recent ad^anees In pharaacology provide ttultiple Indications that tha 
effects of psychoactive drugs Clncluding alcohol) are gender-^related as 
wall as effected by the stage of the menstrual cycle at which they are 
consumed. New knowledge In this area has led Hamilton and Parry <113) 
for example p to recoimend that physicians receive training in *'gyneco- 
logical pharmacology,'* llils would enable doctors to better appreciate 
the potential effects of psychoactive and contraceptive drugs on women. 

Basic science data also indicate that estrogens have profound effects on 
brain neurochemlstry . The menstrual cycle may affect the type and course 
of depression and response t© antldepresslve medication. ft^emanstrual 
syndrome (PMS) has also been implicated in anxiety and insomnia. While 
the role of PHS and other cyclical changes have not been adequately 
studied in relation to alcohol and drug abuses it would be surprising if 
they were unrelated. Evidence also exists that oral contraceptives may 
precipitate depression In vulnerable women. There Is a very real need to 
incorporate these Insights into the training of health professionals who 
deal with women and their mental health, alcohol, and drug abuse problems. 

Training is also needed to increase professionals* understanding and 
recognition of how gender differences In development and social roles 
impact on women's mental health. Professional stereotypes can limit the 
type and number of treatment options offered* Women's likelihood of 
effectively coping and of having realistic expectations of themselves can 
also be significantly altered by caregiver biases. Better training of 
professionals working in several areas can make them sore aware of how 
their own stereotypic thinking affects patients care. Such training la 
an Important element of secondary prevention* 



Keeded prevaiitlon-^eliited research. M Indicated, the amount of 
prevention-related research that is applied particularly to women, Is 
very limited. More thoughtful prevention efforts require much more 
detailed knowledge concerning the etiology of alcohol and drug abuse, and 
mental health problems in women and the effectiveness of our prevention 
strategies. 

Hesults of the still modest amount of basic science research on the 
complex Interrelationship of drugs and female physiology suggest that 
such work has Impressive potential for primary prevention efforts* This 
research has already dispelled some of the sexual stereotypes regarding 
the relationship of emotional and physical Illness In women and Is likely 
to dispel still more* If, for example, the origins of depression were 
better understood, women's present greater vulnerability to this illness 
might be reduced. 

Biological research may also assist prevention efforts in better pre- 
dicting those women who are especially vulnerable to the affects of 
alcohol and drug abuse or to developing emotional problems. Such women 
could then be the focus of more Intensive prevention effort before they 
develop difficulties. - 
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There Is little iDagitudlnal data on the natural history of most of these 
problems* Studies of groupB at high risk are badly needed. As Indleate, 
emotional problems and algohol and drug abuse are frequently Interrelated. 
One example is the single teenage mother- She Is confronted with the 
responsibilities of adulthood for which she is poorly equipped. Because 
she so often drops out of school, she is unlikely to develop adequate 
vocational skills. The internal before having another child Is likely to 
be shorter than it would be for an older mother. toltlally dependent on 
her family* she is likely to become dependent on the welfare system 
because of her limited earning capacity. Her children, too, have a high 
probability of becoming trapped In a similar cycle of inadequacy, chronic 
dependency » and limited life options. Thm potentially very high long- 
term human and economic costs to the society would readily Justify 
Intensive prevention. 

The development and testing of more specific prevention models is 
contingent on better understanding the etiology and course of alcohol, 
drug abuse, and mental health problems In women of minority status as 
well. For the most part, this knowledge Is nonexistent. 

Evaluating a program's success In primary prevention Is particularly 
difficult. While knowledge can be disseminated, and some attitudes can 
be changed by prevention programs, especially in the alcohol and drug 
abuse area, enduring changes In use of these substances in response to a 
specific program are uncommon. 

It is easy to argue that women's likelihood of abusing drugs (Including 
alcohol and tobacco) and of becoming mentally ill are somehow related to 
their traditional subordinate status In society and that given dignity 
and choice equal to that of men, these problems will diminish* But It 
can also be argued that rapid social change has placed enormous burdens 
upon women to embrace both the new ^'equality* with its vocational 
responsibilities and their traditional rasponslbllitles as wives and 
mothers. As with so many abstractions, either genciralliatlon does 
violence to large individual differences among women and also ignores 
such important sources of difference as socioeconomic status, education, 
and ethnlc^raclal Identity* The complexity of such issues makes any glib 
discussion suspect. It does, however, argue the urgent necessity of 
better research on the psychocultural origins and course of women's 
alcohol and drug abuse and mental health problems If prevention is to be 
based on solid research findings* 



4r * * 
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Avoiding Methodologieal and BdUo^- Making Biases 
in Gender -Related Health Researoh 



Introduetlon 

Health care decisions dapand on tha Information provided to practltlonars 
and to the public through a variety of health-related sciences* Because 
health care is a lagitliDate concern of all people^ the health professions 
are obligated to seek ways of ensuring that clinical decisions are based 
on science that adequately pertains to all people. 

If ffien and women were physiologically identical and held equal social 
roles, there would be no need for comparative studies related to gender. 
Despite considerable overlap In psychoblologlcal functioning, we now know 
that seme of these differeneas can be critical to the understanding and 
treatment of certain Illnesses. For example , hormones produced by the 
gonadal and other ograns have £ar--reachlng, systemic affects and can 
dif f arantlally Influence a variety of disease processes, as well as 
treatment outcomes, in woman as compared to men (1, 2)* Demographic 
variables, related in part to social roles, also help clinicians to 
predict gender differeneas in tha onset, natural course, and recovery 
process of soma illnesses (3)* 

In order to provide appropriate health care to men and women, physio^ 
logical and other significant differences must be recognized when they 
exist. Given the high degree of similarities in the functioning of men 
and of women (4), how are we to assess when it is critical to investigate 
possible differences unless adequate studies are first carried out? 

Precisely because the answer to this question is not obvious, this paper 
explores ways of better assessing when, and In what circumstances, gender- 
related differences deserve investigation. Even when gender differences 
are recognized as potentially Important to clinical care, a corollary 
concern has to do with feasibility* Because prospective studies require 
a sample size that is large enough to ensure an adequate incidence of a 
disorder at follow up, feasibility is a difficult issue when prevalence 
of a disorder is very low. 

Gender-related differences are known to occur In the distribution or 
incidence of many disorders. When these differences are large, a much 
greater proportion of resources must be allocated in order to study an 
equal number of cases for the lowar-incidence group* These and other 
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considerations often contribute to a decision to study the disorder 
primarily in the hlgher-'ineldence subgroup. This approach to investl^ 
gation may inadvertently ralnforce stereotypic notions that the disorder 
is pertinent to only one gender. 

For example, heart disease occurs more frequently in men as compared to 
women* This does not automatically mean, however, that heart disease is 
either less important, or unimportant, in women. In fact, women live 
longer than men, and heart disease is a leading cause of death in older 
women. Moreover, the morbidity (5) and mortality of certain cardiac 
events may actually be higher In women as compared to men* Even though 
the lower Incidence of heart disease In women as compared to men makes It 
relatively more expensive to study it prospectively In women, there is 
clearly a need for adequate Information to guide decisions about health 
care in this subgroup of the populatlon- 

Because of limited resources for health-related research, the question of 
feasibility is ultimately tied to our ability to predict what studies 
will either "make a difference," or will make a greater difference than 
others. As the health care needs of various subgroups and as proposed 
studies of various disorders compete for funding, decisions must be made 
about the likely pay-off of one set of studies as compared to others. 
That is, a study may be scientifically do-able and meaningful ^ but the 
critical question Is, at what price, or with what relative priority? 

There has been a long tradition of competition for resources in terms of 
the percentage of the population affected or at risk for a disorder 
although a seemingly low percentage of the population may disguise the 
fact million that millions of people are nonetheless affected. 
Alternatively j arguments comonly have been framed In terms of a 
disorder's economic Impact (e.g*, dollars spent on treatment and the 
value of time lost from work). 

But the absolute prevalence of a disorder In the population is no longer 
accepted as the premier or sole guide to what health-related research 
gets done. Instead, there Is increasing recognition of the long-standing 
perspective held by many clinicians* that the incidence of a disorder is 
100 percent when the unit of analysis is the individual actually affected. 
For example, the investigation of drugs for relatively rare conditions has 
been termed "orphan" drug research, in recognition of the fact that the 
constituency group for rare drugs and disorders Is small by definition* 
and is, therefore* orphaned by traditional research Justifications! 
Although women are not a minority of the overall population, women are 
vulnerable to having their health needs overlooked, particularly when 
they comprise the relatively low-incidence group for a disorder (e.g. 
heart disease), or when a problem is thought to be unique to women, or to 
a small percentage of women (e.g., menstrual-related symptoms) . Thmmm 
health concerns are taken to be less ^Important In comparison to problems 
that affect a greater percentage of the population, by virtue of their 
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affecting both men and WOTfin, Ca*g., cancer). As Estelle Ramey (1) has 
repeatedly demonstrated, however, gender-comparative research may be 
critical In determining what protects the low-Incidence group, and this 
Information may eventually benefit the hlgh-^lncldence group as well. 

While scientists can advise policy-makers as to the criteria required for 
adequate sample mlzms and for methods to ensure that studies are both 
do-able and well-designed, the ultimate decision about "how much" gender- 
related knowledge Is worth must be guided by societal values. As a 
specific example* science cannot tell us whether it Is worth 250 percent 
of the cost required for studies In men (3,806 men and no women, to be 
exact), to gather equivalent Information about the usefulness of choles- 
terol-lowering drugs for heart disease In women (6), Science can remind 
policymakers of limitations In generalising results from one gender to 
the other. It cannot tell us whether it Is relatively worthwhile to 
gather epidemiological data relevant to women's health in order to assess 
risk factors across the life cycle In women. For these reasons, an 
Important Issue Is to clarify scientific, as opposed to more the value- 
laden, policy-related aspects of these decisions. Unless declsionmaklni 
processes are better articulated, there Is a risk that unexamined 
assimptlons, blind-spots, and other biases will guide choices about 
gender-related health research. 

Although scientific and policy Issues are clearly related, they are 
treated separately in this discussion. Two main types of scientific 
issues are addressed i (a) the methods needed to Identify, and to clarify 
the clinical significance of possible gender-related differences j (b) the 
assessment of whether certain studies can be done, and if so, how com- 
peting concerns about research design— such as the desire to generalize 
findings across both genders— are weighed against the desire to make 
studies more feasible by selecting a homogenous population. Finally, 
several policy considerations are discussed and specific conclusions are 
presented • 

Scientific Issiies 

Ixploring possible refinements in the scientific methods used in health 
care research Is clearly In keeping with the history of progress in this 
field. There is a continual need in science to reassess what is knovm, 
to identify gaps in knowledge, and to Integrate revised ass™ptlonsI 
questions, and methods Into the process of doing research. In recogni-^ 
tlon of the revisions that are inherent in science, for example, the 
National Institutes of Health have held Consensus Development Conferences 
and Issued Guidelines for state-of-the-art research In various fields. 
The scientific method requires continual updates so that Investigators 
have access to a set of procedures that will help safeguard their 
findings from as many blind-spots and other sources of error or bias as 
Is currently possible. 
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Method QlQglgfll Issues 



Slnee geltnce begins with the very questions asked— ^and with the simples 
we look t© for fln8werB~state-of-the-art methods must be made available 
to scientists in order to assure their eonsideration of the variety of 
researoh coneerns that are inevitably in empetltion* What fellows is 
not intended to be an e^chaustlve discussion of methodological issues 
pertinent to gender-related research but ratherp is a sampling of Issuei 
that deserve further attention in heaj.th-related research. Many of these 
Issues have been previously identified and are further clarified 
elsewhere (7) . 

Defining the sppropriate topics and populations far atudy. One clue to 
the need for gender-related comparisons is the existence of sex-differen- 
tials in epidemiological studies . Even without epidemiological data , 
investigators should be urged to at least consider the possibility of 
comparative studies using subjects of each sex« A screening procedure 
such as this would not only help to crystalline hypotheses » but would 
also help to clarify previously unexamined assuaprlons that might relate 
to stereotypic views of women and of men* As examples , heart disease has 
been stereotyped as a man's disease i and negative behavior possibly 
related to hormonal changes (the so-called "raging hormones") has neen 
stereotyped as a woman's disease. An unfortunate consequence of these 
stereotypes Is that both groups are deprived of potentially useful 
Information that might be derived frm comparative, gender^related 
studies in both sexes* 

A prominent example of the failure to explore aomparatlve models consists 
in the preference among clinical Investigators for the study of negative 
sysmptom In relation to changes In ovarian steroid hormones in women, 
with the concurrent neglect of possible correlates of androgenic steroid 
variations or cycles in men. In contrast, comparative methods would 
suggest an e^camlnatlon of hormone fluctuations » as well as age-related 
neuroendocrine changes * and their correlates, as they occur over time In 
both men and women. 

The cenceptuailEation and labeling of variables. Investigators will 
also want to guard against the Intrusion of cultural stereotypes into 
their conceptualization and labeling of research variables. In 
describing the behavior of female children, for example, pediatricians 
and endocrinologists, among others, will want to avoid teros like 
tomboylsffl" that reflect assumptions about se^-approprlate bihavlor* 
Symptoms In either sex deserve careful investigation and it la now 
generally recognized as premature to Interpret complalntB In women 
according to stereotypes like "hysteria,'* particularly in the absence of 
precise, empirical data collection. 

A related problem is that sex-specific coneeptuallzatlpnB may precede the 
Invistlgatlon of more sex-neutral eonceptuallzatlons of variables, thereby 
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tending to reinforce stereotypic views. An example is the tendency to 
define and explore "aggression" In males rather than in females. A better 
method might be to elaborate sex^neutral subcategories related to the 
concept of aggression. Other "normative" assumptions are often embedded 
into research. Only by a procedure where Investigators seek help from 
peers in screening their thinking at the outset can these Issues begin to 
be addressed . 

Measurements: Fellabilltyi validity , range and content ^ and cOTpara- 
blllty over time. Research on women's health too often suffers from a 
neglect of basic methodological issues such as the assessment of relia^ 
billty and validity, where reliability refers to a measurement being 
consistent and repeatable^ and validity refers to a measurement actually 
varying in relation to what It purports to measure, as assessed in other 
ways. With a particular emphasis on topics of concern to women , Koeske 
(8) has detailed the need for a more sophisticated approach to measure^ 
ment- For example, measures used to assess changes In symptomatology 
across the menstrual cycle are often poorly standardized and do not give 
sufficient attention to the problem of measurement reactivity when 
repeated measures are used • 

As Koeske points out, for physiological as well as social variables, 
there is disagreement about how to characterise functioning that varies 
over time for both physiological and social variables | and attention has 
rarely been paid to the problems of assessing random error or irrelevant 
cyclical variation in the data, and of delineating systematic variations 
in self -^perceptions from measurement error in self ^reports • 

In addition to the question of was it "measured well^" we must also ask 
"how did what we value/expect" Influence what we measured (8). Many of 
the instruments In current use^ for example, are not adequate for the 
assessment of the full range of positive as well as negative changes, nor 
for the investigation of subclinical patterns of change* 

Rethinking strategies to deareaae variance in the data. In applying 
the scienftlfic method to the health sciences in particular, the 
researcher is Immediately confronted with a dilemma that goes beyond each 
individual study or investigator* That Is, there Is a need to address 
the greater Issue of striking a balance between two competing concerns i 
first that of selecting a homogenous sample of subjects^^ln order to 
decrease sources of unwanted or uncontrolled variance, thereby attempting 
to maximize the likelihood of achieving clear results! and second ^ the 
need to acquire scientific information that can be reliably generalized 
to the health care needs of the more heterogeneous ^ overall population, 
where a diversity of subgroups of possible clinical significance can be 
defined by variables like age, (race), sex, or other gender^related 
characteristics such as hormonal status. Of course, it 'Is much more 
complicated as well as more costly and tlme-^consimilng to select subjects 
in a way that allows for a reliable assessment of possible age and gender 
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effects. If the menstrual cycle In women was not expected to contribute 
to variability In other measurements, then woman might be Included more 
often in research studies, along with men (7). 

Precisely because the menstrual cycle dees have effects. It requires 
study as a separate variable pertinent to women's health. Paradoxically, 
however, the exact reason that the menstrual cycle — ^and women—should be 
included, has been used to exclude women from research , on the grounds 
that a "homogeneous" sample is more feasible. ^e preference for male 
research subjects Is documented for both psychological (7) and for 
certain biomedical studies (2), 

Particularly for small studies (N - 10 per group) it may be appropriate 
to decrease menstrual effects on variability by testing females in one 
phase of the menstrual cycle (e.g,, the postmenstrual , or follicular 
phase, when there is the l|east hormonal variability), l^lle the choice 
of studying female subjects at one time in their menstrual or life cycles 
may help to decrease unwanted variance, it must be remembered that this 
approach does not shed light on possible timing-related effects that may 
be important ito women's health. 

Even when women are included as subjects along with men, In relatively 
small studies the researcher is often unable to tease apart the source of 
possible sex-related effects, or to stratify the samples In order to 
examine possible age or ovarian status effects. Larger studies (e,g.^ 
N ^ 100) begin to allow the possibility of Investigating the effects of 
menstrual cycle-phase or menopausal status on other variables* 

Particularly for blOTedical treatment trials. Investigators should 
consider defining subgroups of men and women according to their homonal 
status. For example, the menstrual cycle may be a significant source of 
variance in psychopharmacolQgy research (9). men women are excluded 
from early phases of clinical drug testing (10) however, the result is to 
initially expose only men to side-effects* Additionally, there may be a 
sieve-effect, where the lack of comparative studies at the outset 
precludes a full eKamlnatlon by sex* In a careful review, for example^ 
Kaskln (11) concluded that antidepressants are more effective for males 
(in whom they are initially tested clinically), despite the fact that 
more women than men are depreised and are treated for depression. 

On the need for more rigorous aulysis and Interpretation of the data. 
Several methodological approaches may help Investigators to appreciate 
gender-related differences when they exist. Unfortunately, experimental 
pharmacologists continue to draw conclusions about the lack of gender- 
related differences In drug response from Inadequate sample siges, which 
are too often on the order of 3 to 5 subjects per groupi an exapmle of 
this problem is a recent report In a major journal on bromocriptine a 
clinically used drug* Power analysis (12), can help researchers detemlne 
whether the sample size actually pemits gender-related conclusions, given 
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the actual or predicted variance In their measures* Before COTparisons 
are sade, data should also be cheeked for whether statistics that rely on 
a normal distribution are applicable, e.g*, skew on frequency analyses^, 
cdnsldering Idg-transf ormatlon of the data when appropriate. 

Investigators are urged to utilize both the mean and the variance as 
descriptive statistics. For example, even when a difference In mean 
values Is not found, subgroups defined by gender may differ in the 
varlence. Of course, a large varlence in one group would decrease the 
likelihood of reaching statistical significance. The excess variance 
would decrease the likelihood of reaching statistical significance. The 
excess variance would also need to be accounted for. ^alysls of 
variance programs are routinely available for statistical craparlsons of 
differences in variance, per se, e*g., the Bartlett*-Box test for 
homogeneity of variance. 

When correlation are compared between the sexes, it is not enough simply 
to observe significance versus nonsignificance. Instead, the R values 
must be transformed to E^scores and tested for statistical differences 
(13). 

niere is an increasing literature on clinical decision-making, which 
should prove useful In assessing whether statistical differences are 
actually significant clinically. For example. If the incidence of a 
disorder is extremely low, then a risk factor that doubles the incidence 
may be statistically significant, yet account for a trivial amount of the 
variance clinically* 

Feasibility In research designs Some gender related research Is 
por^entlaily Important and of interest, but is difficult, if not 
impdsslblem to carry out. Examples include the etudy of rare events, 
such as pregnancy in the young teenager. Even if work on this topic was 
scientifically and ethically approved, it does not seem likely that many 
parents would allow their ll^year-old daughter to participate in a 
prospective study Df sexuality. Although teenage fathers were initially 
overlooked in pregaancy^elated research, when investigators did become 
interested and try to include them in studies, a number of practical 
problems were encountered. For example, it is difficult to identify the 
fathers and to interest them in participation in the research. 

Policy Considerations 

As suggested in the introduction to this paper, certain types of research 
may not be routinely conceptualised as valuable, at least not in compari- 
son with other wee-established priorities. Assessments of value and 
feasibility enter into peer reviews of scientific merit as well, although 
this clearly overlaps with policy considerations. Examples of these 
issues are discussed belcw. 
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On the na©d to envision Ititegratlve and life-span res^aFeh. We know 
relatively little about the natural course of symptomatology throughou'ip 
WOTien's lives. Even the inter^relationshlps between reproductive or 
steroid hormone related events across the llfe^cycle have remained largely 
unexplored, e.g#j. menarche, contraceptlve^induced symptrass pregnancy and 
post^partuB changes » menstrual cycle related changes, and menopause. No 
systematic attempts have been made, for example, to determine whether 
women with premenstrual symptoms are at a greater risk for perimenopausal 
problems (14). We do not know if benign breast changes such as those 
occuring premenstrually predict more severe breast disease « A variety of 
such Interconnections need to be explored with longitudinal as well as 
cross^-sectional methods, and when appropriate, transformed into clinically 
useful estimates of relative risk. At the present time, however, indivl^ 
dual proposals are most likely to be considered too extensive In scope, 
or simply "unfeasible," despite the fact that this type of Information on 
wmen^s basic physiological functioning over time Is do--able by existing 
methois and is extremely pertinent to women's health* 

COTparatlve research as a meth^ologleal approach basic to an 
understamdimg of wmen's healths Comparislons in science are not 
limited to the selection of subjects for control groups* Examples of 
other pertinent comparisons include those across time, species, life 
events, and drug dosage as well as age and sex* In fact, COTparlsons are 
essential to the interpretation of all data, including that which has to 
do with the megining and magnitude if health related symptoms. For 
Instance, until a baseline is established for the ccfflparlson of possible 
menstrual'-related effects™ln relation to' those associated with other 
biological rythms or life events~the significance of the range of 
effects in unlnterpretable In important ways* As a specific example, how 
do premenstrual changes, as experienced by the majority of women, compare 
to jet-lag j or to Honday^orning blues, as experienced by both men and 
women « 

On the need for more explanatory research designs t an appreciation of 
context and interaetive modsle of causality. When gender-related 
differences are observed, investigators must consider the full range of 
hypotheses which might account for differences. For example, genetic 
sex, sex-^related hormones, gender role and orientation (preference of 
sexual partner), and social expectations, must be distinguished, and the 
causal factors relevant to their understanding explored. 

While scientists must focus their research designs and simplify the 
hypothesis and conditions of their studies as much as possible, they must 
avoid over-simplification. The nature versus nurture dichotOTy, for 
example, obscures our underscandlng of the developmental process and 
obscures the interaction of innate and learned, psychosocial processes. 
Similarly, biological models derived solely from animal studies, risk 
neglecting the fact that humans have more plasticity due to cortical 
inhibition in overriding innate tendencies. That Is, much research 
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focuses on models of 100 percent Impatrment or Incapacitation ^ without an 
adaquata appreciation of the great variety of modifying or compensatory 
control mechanisms. 

Another aKample of over^slmpllf Iclatlon Is the tendency to prefer one- 
directional » causal models , despite data on reciprocal bi-^directlonal and 
situational effects in disciplines that range from endocrinology to 
pharmacology (15^ 16). Particularly for undarstanding human, gender-- 
related health, we need more interactive and contextual modals that 
address the actual complexity of the phenomena that is the subject of 
explanation. One example is the need for more phenomenological deflni^ 
tlons of symptOTS, along with increased regognition that psychqlogy, 
behavioral studies, and sociology are among the "basic sciences" for 
health research. Resaarch on heart disease Is one example of a fl^ld 
where it is recognized that both psychological stress and behaviors such 
as eating and cigarette smoking Influence the onset and natural course of 
a diseasa process^ 

Discussion 

The Improtance of gender as a variable in health related research is 
documented, throughout this voltmie. For example, general medicine, as a 
major health care speciality, has long recognised both age and sex as 
being among the potentially useful guides for defining subgroups of 
people at risk for altered functioning in certain circumstances, and for 
predicting differential treatment responslvlty* Clinical case presenta- 
tions typically begin with the patients' age and sax, and all textbooks 
of pathophysiology describe pertinent demographic variables* This 
undoubtably follows from the need for health care practitioners to 
recognise clinically significant differences between subgroups when these 
exist in order to provide equivalent and adequate health care. Although 
these subgroups are often more similar than different, it is underotand^ 
able that health care providers prefer to err on the side of safety 
(statistically, this Is known as guarding against a Type II error). The 
implication Is that these variables should be assumed significant until 
proven otharwlse. Instead of the reverse. 

That is, to the extent that our goal is a general science, for all 
people's health, it is critical to avoid prematurely restricting the 
range of inquiry to any one age or sex, despite concerns about homo^ 
geneity and feasibility in research. Yet we know that certain issues 
have been studied almost exclusively In either men or in wraen, when in 
fact the phenomena pertains to both genders. Cwitracaption, hormone-^ 
related mood and behavior changes, and parenthood are but a few examples 
of topics that are now gaining recognition as requiring gender^basad 
research in both males and in females. To continue the non-parallel 
pattarn of problem definition and data collection would clearly impede 
the development of more general models for the healths-related sciences, 
and reinforce sterotyplc rather than scientific views of both women and 
men. 
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Parhaps most analogous to gender as a var/^abla In health-related reeaarch 
Is age* In fact, the two are difficult to separata bacausa of llfe^^cycle 
variations related to health which differ between males and females* Just 
as the National Institute of Aging (NXA) has facilitated an awarenasa of 
aga as a crucial variable In the sciences basic to health care, gender^ 
related rasaarch deserves attention mU well* 

Summary and Craidusi^as 

Dasplta thm need far homogeiieous research groups , the overall population 
Is heteroganaouSp and health-related findings must be generallzable In 
well— specif lad ways* Women -s health needs, like thosa of the rest of the 
population, ays fundamentally Important and continually dasarva serious, 
thoughtful attention from the leaders In haalth research* The clarifl-- 
cation of methodological Issues pertinent to gender— related research will 
be a first step toward enhancing women's health, as well as man's (1) . 
Possible approaches toward these goals are as follows i 

• PHB consensus-devalopment cotif erenca on "Gender-related Methods 
for Health Research" (for the devalopmant of guidelines) should 
be balds 

• The feaslbllty of Including wcmmti In certain types of rasaarch 
needs to be reexamined. Part of the reason for the relative 
neglect of gendar^ralated variables in pharmacologlca] research 
may come from understandable concerns about Including wmen of 
chlldbearing years In the first two stages of clinical trials 
because of the risk for pregnancy (10)* 

In view of the preswed importance of gender in research as well 
as the availability of reliable means of selecting samples of 
women who are not at risk of pregnancy, these guidelines should 
be reconsidered* Samples of wraen who might be Included even 
in the early stages of drug testing Include those i (a) whose 
exclusive sexual partner has undergone a vasectomy; (b) who are 
celibate I (c) who are lesbians not planning to have children^ 
and (d) who have undergone a hysterectCTy* 

• A number of working groups should be fomedi A working-group to 
reconsider the difficult ethical issues of including woman in 
pharmacological research (e*g*, extra— protection for women as 
research subje^^ts, versus other means for infmed consent)* 

A working-group to Identify and to consider mechanisms to 
enhance the kind of multi-center, collaborative or clinical 
research center studies that would be most efficient In 
advanclnii our understanding of woman and their health (e*g*, to 
obtain iidequate numbers and uniformity, a collaborative study 
would be most parsimonious, particularly whan one considers the 
need f;»r longitudinal, and systematic follow— up)* 
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A working group om ccmilttee to consider wayi t© foster 
subject-selection In a way that allows for an examination of 
possible age, sen, and homondl status effeets, e,g*, NIA has 
put aside special funds to supplement other studies in order to 
provide a control group of older research subjects for age 
COTparlson (17) • This group might also develop guidelines with 
regard to when It is acceptable or advisable to defer work on 
subgroups of nhe population, for how long, and for what reasonsi 
implicit In these considerations is the Issue of building some 
kind of follow-up inspection Into the system In order to ensure 
that generalization Is addressed* Scientific review would also 
be needed on an ongoing basis to evaluate the possible clinical 
significance or statistical differences for subgroups defined by 
gender* 



* * * 
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